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IT WAS NOT UNTIL the late eighteenth and early 
nineteenth centuries that reports of duodenal 
injuries first began to appear in the medical 
literature. These accounts consisted chiefly of 
descriptions of injuries first diagnosed at autopsy, 
so that one gains the impression that the mor- 
tality rate approached 100 per cent. An insight 
into the standard management of perforating 
wounds 100 years ago is offered by the Surgeon 
General’s record of the Civil War (26). Five 
soldiers were reported as having received duo- 
denal perforations secondary to “shot injuries,” 
and all 5 died. The following case report de- 
picts the nonspecific therapy of observation and 
analgesia, typical of that era. 

“Case 2,112. Private James M.—Company F, 
14th New Jersey, age 27 years, received a pene- 
trating wound of the abdomen at Winchester 
on September 19, 1864. The missile conoidal 
ball entered at the right side of the epigastrium, 
at the edge of the ribs, and emerged through 
the right buttock. He was admitted on the same 

From The Departments of Su: mond of Emory University and 


1 University Schools of Medicine. 
is work was supported in part by a grant from the Depart- 
ment of the Army (No. DA-49-007-MD-732). 


105 


day to the hospital of the Sixth Corps. He was 
an emaciated subject. Water dressings were ap- 
plied to the wound and ferruginous preparations 
and opiates were administered with milk punch. 
A farinaceous and milk diet was allowed. Faeces 
escaped freely from the wound of exit and also 
from the wound of entrance for a few days. 
After this, frequent and continued alvine ejec- 
tions took place through the natural channels. 
Death resulted on October 12, 1864. At the 
autopsy it was found that the ball, entering the 
right side of the epigastric region, had carried 
away about half of the calibre of the duodenum, 
near the orifice of the cystic duct. It had passed 
obliquely downward and backward through the 
caecum above the ileo-caecal valve........ 
It is a surprising fact that the mortality rate 
has not been decreased in proportion to other 
advances in traumatic surgery during the suc- 
ceeding years. The mortality rate for combat 
wounds involving the gallbladder was 78 per 
cent in World War I (19), but there was no 
mortality associated with this injury in one re- 
port from the Korean conflict (28), and the 
respective figures for pancreatic injuries were 
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Fic. 1. Duodenal injuries: age incidence versus mor- 
tality. 


50 per cent and 22 per cent. However, the 
mortality rate for duodenal injuries fell during 
this period only from 80 to 41 per cent, and thus 
duodenal injuries remain among the most chal- 
lenging traumatic lesions involving the ab- 
dominal viscera, from the standpoints of both 
diagnosis and management. 

Because of this high mortality rate and be- 
cause the relative infrequency of this type of 
injury limits the experience of the individual 
surgeon, a study was made of all patients with 
traumatic wounds of the duodenum treated at 
the Jefferson Davis and Grady Memorial Hos- 
pitals since 1940. A major civilian experience 
with penetrating injuries of the duodenum has 
not previously been recorded. 

The average age of the patients in this group 
was 30 years, the range being between 5 and 
58 years. The majority of duodenal injuries 
occurred between the ages of 10 and 40 years, 
and most of the injuries were penetrating in 
type. There was a gradual increase in the mor- 
tality rate associated with the increasing age of 
the patient (Figure 1). 


TYPE OF INJURY 


Of the 50 patients in this series, 45 received 
a penetrating or percutaneous injury, while the 
remaining 5 received blunt trauma. Of the 
former group, 33 were injured by small calibered 
(single) missiles, 5 by massive shotgun blasts, and 
7 by knives. Three blunt injuries were the result 
of traffic accidents, one injury resulted from a 
fall, and one from a blow (Table I). 

In the present series, the most frequently 
involved area of the duodenum was the second 
part, with the remaining wounds distributed 
fairly evenly among the first, third, and fourth 


TABLE I.—MODE OF INJURY 


Mortality 
Type of Number of rate 
injury patients Per cent 
Penetrating wound: 45 27 
33 24 
Blunt trauma: 5 : 40 
TOTAL: 50 28 


parts. Four blunt injuries involved each part of 
the duodenum, respectively, the fifth involving 
both the first and second parts. There were 7 
patients in whom more than one part of the 
duodenum was injured, and 2 in whom the 
site was not specified. 

The injury was intraperitoneal in 46 of the 
patients (92 per cent) and retroperitoneal in 
the remaining 4 (8 per cent). Of the latter 
group, 2 patients subsequently died of their 
wounds, which showed the highly unfavorable 
prognosis associated with this type of injury. 

The majority (92 per cent) of the injuries 
were simple lacerations or tears of the duodenum 
involving less than one-half of its total circum- 
ference, and all but 2 of these occurring with 
perforating abdominal injuries. One perforation 
produced an 80 per cent transection of the duo- 
denum. The remaining 3 severe injuries were 
due to blunt abdominal trauma. In one of the 
latter cases the duodenum was completely 
severed in the third portion, in another it was 
completely severed in the fourth portion at the 
ligament of Treitz, and in the last it was com- 
pletely avulsed at the pyloric junction. 


ASSOCIATED INJURIES 


Whether intra-abdominal or extra-abdominal, 
associated injuries play a major and often a 
dominant role, determining to a considerable ex- 
tent the ultimate outcome in patients with duo- 
denal injuries (Table II). In only 2 patients was 
the injury limited to the duodenum; one was 
from an automobile accident and the other from 
a stab wound. 

These associated injuries show almost the same 
distribution as that reported by Cave (5) in his 
report of injuries sustained during World War II, 
with the exception of those of the pancreas which, 
encircled by the duodenum, is not infrequently 
involved. In his series 7.6 per cent of the patients 
had this association, 8 of 9 dying, but in the 
present series it was found in 26 per cent, 13 pa- 
tients, of whom only 4 died. Three patients 
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developed pancreatic pseudocysts or purulent 
fluid collections near the pancreas; 2 others 
developed pancreatic fistulas. The average pe- 
riod of hospitalization for the surviving patients 
with pancreatic involvement was 32 days as 
compared with 24 days for all other survivors. 

igh incidence of ureteral injuries is sig- 
nificant, for these have been infrequently re- 
ported and are easily overlooked at the time of 
operation. Rusche and Hager (27) described 12 
patients with external injuries of the ureter, all 
of which were associated with injuries to intra- 
peritoneal viscera. In only 2 of their patients was 
the ureteral injury discovered at the time of the 
primary operation. 


CLINICAL PICTURE 


On admission, half of the patients were in a 
state of shock, several being in profound shock. 
In at least 4 there was frank hematemesis and in 
a fifth blood was found by gastric aspiration. In 
addition to the penetrating wound itself, signs of 
peritoneal contamination, with muscle guarding 
and absence of peristaltic sounds, were often 
present. Upright abdominal roentgenograms 
were made on 14 patients, 3 revealing pneumo- 
peritoneum and one, retroperitoneal air. Retro- 
peritoneal emphysema detectable by rectal ex- 
amination and testicular pain and two unusual 
manifestations of retroperitoneal rupture de- 
scribed by Butler and Carlson (4), were not 
noted in the current study. 


SURGICAL MANAGEMENT 


Forty-nine patients were subjected to early 
surgical intervention after a minimal period of 
preparation, but in one patient there was a 72 
hour delay because of an error in diagnosis. Ex- 
cluding the latter patient, the average time lapse 
between the infliction of the injury and the be- 
ginning of the operation was approximately 3 
hours. In one patient the duodenal injury was 
missed at operation, to be subsequently demon- 
strated at autopsy, and one patient died on the 
operating table before a definitive repair could 
be performed. In 44 of the remaining 48 patients, 
a simple duodenorrhaphy was done, in 2 duo- 
denojejunostomy, in 1 gastroduodenostomy, and 
in 1 duodenorrhaphy plus gastroenterostomy. 
Drainage of the area of the duodenal injury was 
accomplished with Penrose drains through lat- 
eral stab wounds in half of the patients. 

In many instances the repair of the associated 


TABLE II.—ASSOCIATED INJURIES 


Mortality 
Number of — Incidence rate 

Organ patients Per cent Deaths Per cent 
19 38 7 37 
Seomach......... 15 30 2 13 
Transverse colon. . 14 28 aw 21 
Right kidney. .... 14 28 6 43 
Ly 13 26 4 31 
eae 11 22 4 36 
6 12 4 67 
Gallbladder. ..... 6 12 1 17 
6 12 2 33 
Right ureter...... 4 8 0 0 
Common bile duct 2 4 1 50 
Superior mesenteric 

1 2 0 0 
Superior mesenteric 

1 2 1 100 
Miscellaneous. .... 9 18 6 67 


intra-abdominal injuries was more formidable 
than repair of the duodenum itself. In only 2 
instances was the common bile duct involved. In 
one case the severed common duct was reim- 
planted into the duodenum. In the other case 
the injury was so close as to contuse the ampulla 
and T-tube drainage of the duct was elected. 
Neither of these patients experienced biliary 
complications, although the first one died on the 
fifth day and no cause other than the magnitude 
of his total injury was found to explain his death. 


MORTALITY AND MORBIDITY 


In the current series of 50 patients, 14 (28 per 
cent) died. The importance of associated major 
injuries was clearly reflected when the mortality 
rate was computed according to the mode of in- 
jury (Figures 2 and 3). Of the 7 patients injured 
by a knife, none died. Of the 5 injured by shot- 
gun bullets, 4 died, and of the 3 in automobile 
accidents, 2 died. The majority (33 patients) 
were injured by pistol shots, of whom 24 per 
cent died. 

Ten of the 14 fatal injuries occurred in the first 
and second parts of the duodenum. The mortal- 
ity rate for lesions involving the first two parts 
was 34 per cent as compared to 25 per cent for 
lesions involving the last two parts (Figure 4). 

The mortality rate has not fallen during the 
period of this study. Between 1940 and 1949, 13 
patients were injured, the mortality rate being 
23 per cent. Since then the mortality rate has 
been 30 per cent. 

Of the 14 fatalities, 7 (50 per cent) were due 
directly or indirectly to hemorrhage and shock 
(Figure 5). Included in this group were 2 patients 
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Fic. 2. Duodenal injuries: mortality rate versus type 
of injury. 


who died of posttraumatic renal insufficiency. 
Four patients (29 per cent) died of intra- 
abdominal infection and one patient died of late 
fluid and electrolyte disturbances associated with 
duodenal fistula. One patient died of a massive 
chest injury. The cause of death in the last pa- 
tient was not clearly delineated. 

Other postoperative complications are out- 
lined in Table III. Intra-abdominal abscesses 
occurred in 8 patients. In addition to 1 patient 
with duodenal obstruction at the site of repair, 
5 patients had small bowel obstruction due to 
adhesions; 2 of these required reoperation during 
their initial hospitalization and 3 were re- 
admitted for operation as late as 6 years later. 

Of the complications specific for duodenal in- 
juries, duodenal fistula was observed in 3 pa- 
tients. Each had been healthy prior to injury. 

1. A 28 year old female was admitted with a 
bullet wound of the liver and pancreas, and a 
perforating wound of the first part of the duo- 
denum. Her blood pressure was imperceptible. 

Following transfusion, operation consisted of 


TABLE III.—POSTOPERATIVE COMPLICATIONS 
Complication Number of patients 


° 


Duodenal obstruction.................. 
Pancreatic 
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Fic. 3. Duodenal injuries: mortality rate versus mode 
of injury. 


duodenorrhaphy and suture of the liver and pan- 
creas. The wounds were drained with 7 Penrose 
drains. Postoperatively, a retroperitoneal abscess 
formed and, when drained, revealed a duodenal 
fistula which remained open until immediately 
before the patient’s discharge on the fifty-third 
postoperative day. 

2. A 58 year old male was admitted with a 
bullet injury of the sigmoid colon, jejunum, and 
fourth part of the duodenum immediately proxi- 
mal to the ligament of Treitz. The wounds of the 
colon and jejunum were repaired, but the liga- 
ment of Treitz was not taken down and the duo- 
denal wound was overlooked. Drains were placed 
near the wound of the colon. On the second day 
after injury, the duodenal contents drained from 
the wound. At re-exploration, fat necrosis was 
prominent, although the pancreas had not been 
touched by the bullet. The duodenal wound was 
repaired, and additional drains were placed near 
it. After several days marked by paralytic ileus, 
the duodenal fistula recurred and in spite of in- 
tensive supportive therapy, the patient died on 
the twenty-fourth day after injury as a result of 
nutritional, fluid, and electrolyte problems. 

3. A 44 year old male was admitted with a 
perforation of the first and second parts of the 
duodenum due to a bullet. Injuries of the liver, 
jejunum, sigmoid colon, and transverse colon 
were repaired primarily. Because of perforation 
of the gallbladder, cholecystectomy was per- 
formed. The duodenal wound was sutured and 
drained and, because of the earlier experience, 
a gastroenterostomy was performed in the hope 
that the resulting decompression might prevent 
a duodenal fistula. In this, the operation was 
unsuccessful, but it made the subsequent care of 
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PORTION OF DUODENUM INJURED 


Fic. 4. Location of duodenal injury versus mortality 
rate, 


the patient much easier and contributed ma- 
terially to his ultimate recovery. Once the fistula 
developed, the patient was placed on his left 
side and the fluid from the duodenal fistula was 
collected with a sump pump. It could then be 
refed effectively and nutrition could be main- 
tained via the gastroenterostomy. He was dis- 
charged on the twenty-third hospital day with 
his fistula closed. 


Discussion 


ANATOMICAL AND PHYSIOLOGICAL CONSIDERATIONS 


The location and anatomy of the duodenum, 
although of value in protecting it from external 
trauma, play an important role in the type and 
complications of duodenal injuries. Posteriorly, 
the vertebral bodies and the dense muscular and 
fascial structures tend to deflect or minimize 
trauma from this direction. Only 2 of the 50 


‘injuries in the current series were inflicted by 


forces from the posterior. 

As the duodenum crosses the aorta, inferior 
vena cava, portal vein, and superior mesenteric 
vessels, major vessels may be injured and this 
may prove catastrophic. In this series, one pa- 
tient had a laceration of the superior mesenteric 
artery. This was repaired, the patient’s con- 
valescence being smooth. Another patient had a 
massive bullet injury of the superior mesenteric 
vein. Ligation of the vein may have contributed 
to his death 5 days later. Six patients received 
vena caval injuries and one patient, an aortic in- 
jury, as mentioned. 

The right ureter is intimately related to the 
second part of the duodenum, injury to which is 
a recognized hazard of nephrectomy. It is sur- 
prising that an associated injury of the ureter has 
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Fic. 5. Duodenal injuries; causes of death in 14 pa- 
tients. 


been so infrequently recorded; in the present 
series it was present in 4 patients (8 per cent), 
none of whom died. 

As the duodenal loop is filled by the head of 
the pancreas, it does not have a mobile mesen- 
tery. The arterial supply of the viscus is also held 
by the surrounding structures so that it is more 
vulnerable to initial injury and also to secondary 
injury as the surgeon mobilizes the duodenum. 
These two features doubtless predispose to ten- 
sion and ischemia of the suture line and to the 
relatively high incidence of its postoperative 
necrosis with the resultant development of a duo- 
denal fistula. The great volume of secretion 
poured into the duodenum accounts for the 
critical nature of such a complication. 

Many reports have dealt with the relationship 
of the anatomy of the duodenum to rupture by 
blunt force. Closure of the pylorus by contraction 
and closure of the duodenojejunal junction by 
angulation may result in a closed segment of 
bowel. A localized, unexpected force directed 
from the anterior will find the abdominal mus- 
culature relaxed so that the force may be trans- 
mitted to the closed duodenal loop. Rupture may 
result. The necessity of the localized nature of the 
force is suggested by the study of casualties from 
Hiroshima and Nagasaki where intestinal rup- 
ture from air blast was almost unknown (20). 
Other studies, however, have suggested that an 
underwater explosion with a transmission of force 
via the water may differ in this respect from an 
air blast (10); perforation may be a more fre- 
quent sequel. 

The importance of muscular relaxation as a 
predisposing factor to rupture is suggested by the 
fact that almost all of the injuring forces have 
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been unexpected; duodenal rupture is evidently 
not an injury experienced by professional boxers 
who are trained to anticipate a blow and absorb 
its force at the abdominal wall. The intra- 
peritoneal transmission of force thus becomes 
diffuse as the force is transmitted by the dorsal 
movement of the entire anterior abdominal wall. 
Simultaneously, much of the energy of the blow 
is absorbed by the bony and ligamentous attach- 
ments of the tensed abdominal muscles. 

Approximately one-third of the ruptures from 
blunt trauma have occurred retroperitoneally. 
This fact is now well known so that the wound is 
not so apt to be overlooked by the surgeon as it 
was when Miller (24), in 1916, estimated that 33 
per cent of the retroperitoneal ruptures of the 
duodenum were not recognized by the surgeon. 
However, this condition was overlooked in a 
penetrating injury in this series in which the 
missile tract passed obliquely behind the liga- 
ment of Treitz to lacerate tangentially the pos- 
terior wall of the distal duodenum. 

Dixon (9) described 2 patients with duodenal 
rupture who, at the time of laparotomy, had 
widespread intraperitoneal fat necrosis. One pa- 
tient in the current series had a similar finding. 
These patients had no evidence of pancreatic 
injury. Since fat necrosis is not seen with per- 
forated peptic ulcers, the significance of this ob- 
servation is undetermined. At least, the duodenal 
injury might have been overlooked had the sur- 
geon accepted a diagnosis of traumatic pan- 
creatitis. 

Miller (24) summarized 22 cases of rupture due 
to blunt trauma. In 82 per cent of his cases, and 
100 per cent of Schumacker’s (29) 24 collected 
cases, the rupture occurred in the second and 
third portions of the duodenum. Ficarra (11) 
indicated that the more frequent tears in the 
third portion were due to its greater fixation. 

Although the duodenum is more fixed than 
the remainder of the small bowel, it is not the 
most frequent site of rupture from blunt trauma. 
Among 972 cases of small bowel rupture from 
blunt trauma collected by Counseller and Mc- 
Cormack (7) the point of rupture was distributed 
as follows: duodenum, 113 patients (12 per cent) ; 
jejunum, 447 patients (46 per cent); ileum, 412 
patients (42 per cent). 


MANAGEMENT 


One of the earliest recorded recoveries from an 
injury believed to have been of the duodenum 


was reported by Larrey, (17) the surgeon to 
Napoleon’s Army (1811), who recorded a sol- 
dier’s recovery following penetration of the duo- 
denum by a sword: 

‘Etienne Belloc, aged 17, a fusileer of the 
guards, was wounded by a sword in the abdomen, 
about 2 inches above the umbilicus, and on the 
right side of the linea alba. He was brought to 
the hospital on the first of April, 1811, and the 
attending surgeon applied a simple dressing and 
bandage. Next day I examined the wound, 
which permitted the omentum to escape through 
it. The right rectus muscle and its tendinous 
sheath were cut quite through, and the instru- 
ment appeared to have passed in a transverse 
direction deeply, from before, backwards, be- 
tween the great curve of the stomach, and the 
arch of the colon. 

‘*The paleness of death was on his countenance 
and he was tormcezted with intolerable anguish, 
nausea, and efforts to vomit; with hiccough, 
ardent thirst, acute pain at the bottom of the 
wound, and great anxiety; his pulse was small 
and feeble, his exiremities cold, and voice no 
longer audible: we had reason to believe he 
could survive but a few moments. Still, I reduced 
the omentum, and with my fingers ascertained 
that the sword had glanced between the stomach 
and colon, but I could not decide on the place 
where it had stopped; the wound was dressed, 
externally, with linen, etc., dipped in warm wine. 
The abdomen was embrocated with warm cam- 
phorated oil, and covered with hot flannel. I 
prescribed cooling mucilaginous drinks, emol- 
lient enemata, low diet, a particular position of 
the body, and perfect rest. He felt but little re- 
lief from this treatment; the prostration con- 
tinued as before, the pulse was small and tense, 
and anxiety and nausea attended: he was never 
at rest. On the night of the second day, vomiting 
came on with considerable efforts, cold sweats, 
and alarming syncope; he first discharged the 
contents of his stomach by vomiting, and then 
bilious matter with clots of black blood. On the 
fourth day, to these bilious evacuations suc- 
ceeded a vomiting of thick black blood, in such 
quantity, that the chamber-utensil was filled with 
it in a few minutes. On the fifth day, an alvine 
evacuation, equally copious, took place, pre- 
ceeded by violent colick, and acute pains in the 
wound; the abdomen always remained flaccid, 
and without any signs of effusion in its cavity. 
An alarming syncope succeeded these evacua- 
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tions on the night of the sixth, and his com- 
panions believed him dead. When I visited the 
hospital very early next morning, I found his 
face covered with the sheet, and he opened his 
eyelids with difficulty; the pulse was impercepti- 
ble, and his body cold. I immediately gave him 
warm wine, had his body rubbed with warm 
camphorated oil of chamomile, and wrapped in 
hot flannels. He soon revived and recovered his 
senses. The colick never returned, and from this 
time he gradually recovered. I prescribed a 
mucilaginous drink, with syrup of althea, and 
orange-flower water, to which was added a small 
quantity of nitrated alcohol; emollient enemata 
were given, and the oily embrocations on the 
abdomen continued...... 

Baron Larrey continued to describe in detail 
the soldier’s subsequent complications, convales- 
cence, and the basis for his diagnosis of duo- 
denal injury. 

In 1889, Croft (8, 22) of St. Thomas’ Hos- 
pital, London, successfully operated on and re- 
paired a wound of the ileum, thereby setting the 
stage for a definitive attack on duodenal injuries. 
Seven years later (1896), Herczel (14), in an ob- 
scure journal, reported the case of a 36 year old 
woman who ruptured her duodenum when she 
struck her abdomen against the corner of a 
piano. Recovery followed operative repair, the 
first successful repair reported. 

Moynihan (25) closed a duodenal wound and 
performed a gastrojejunostomy in 1901. The 
Murphy button which had been used in the 
anastomosis, passed back into the stomach and 
then into the duodenum where it lodged and 
produced a fatal perforation on the one hundred 
and fourth postoperative day. 

By 1905, Godwin (12) summarized the prob- 
lems current in his day as experienced with 
24 patients: 11 were not explored, 6 were ex- 
plored and the duodenal perforation overlooked, 
and 6 were explored and the perforation repaired. 
All 23 patients died. He then reported a second 
successful operative repair of a ruptured duo- 
denum. 

As late as 1913, a symposium of England’s 
leading surgeons recorded the fact that operative 
intervention was considered worthwhile, but no 
surgeon there had ever heard of successful repair 
(16). Meerwein (23) had, however, reported a 
third successful repair, and Kanavel (15) had 
collected several additional successes from the 
foreign literature. 
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Fic. 6. Military experiences—duodenal injuries. 


During the American Civil War, the Spanish- 
American War, and the Boer War, the expectant 
method of treatment of abdominal injuries was 
followed. During the early months of World War 
I, conservative management of abdominal in- 
juries continued, but almost all the casualties 
died. Early in 1915, after the battle lines had 
become fixed and hospitals had been moved for- 
ward, there became evident a movement among 
both Allied and German surgeons toward surgi- 
cal intervention (19). The mortality resulting 
from duodenal injuries was approximately 80 
per cent (5, 19) (Figure 4). 

Of Cave’s (5) 118 patients (117 with pene- 
trating injuries) in World War II, 66 (60 per 
cent) died within the first 6 days. Thirty-nine of 
the fatalities (59 per cent) were due to hemor- 
rhage and shock. He reported 20 instances in 
which a duodenal transection was found and was 
repaired by end-to-end anastomosis. Only 6 (30 
per cent) of these patients lived through the sixth 
day, 2 developing a duodenal fistula. 

By the end of the Korean conflict, the mor- 
tality rate from penetrating duodenal trauma 
had fallen only to 41 per cent (28). Due, perhaps, 
to the fact that the total trauma, and especially 
vascular involvement, is less with nonpenetrat- 
ing trauma, the mortality rate following this 
type of injury has fallen to a somewhat greater 
extent. When the literature was reviewed in 
1910, (29, 13) the mortality rate was 92 per 
cent, but by 1952 it had fallen to 20 per cent (6) 
(Table IV). 

The presence of a penetrating abdominal 
wound, whether or not accompanied by signs of 
peritonitis or by shock, makes exploratory lapa- 
rotomy mandatory. This, ina patient who hasalso 
nonabdominal injuries, takes precedence over 
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TABLE IV.*—MORTALITY RATE FOLLOWING BLUNT 


TRAUMA 
Mortality 
Year of rate 
report Patients Per cent 
Schumacker and Guibe. 1910 50 92 
Miller, Schumacker, and 
1916-18 83 87 
Hinton and Guibe...... 1940 85 68 
Johnson, Miller, and 
Schumacker......... 1943 98 68 
1943 52 50 
Cohn, Hawthorne, and 
1952 25 20 


*Adapted from Cohn (6) and Lauritzen (18) 


almost all other measures, except provision of 
adequate respiratory exchange, transfusion and 
hemostasis, and relief of acutely raised intra- 
cranial pressure. An upright or decubitus ab- 
dominal roentgenogram is obtained if this can 
be done without interruption of resuscitation or 
delay in operation. Foreknowledge of pneumo- 
peritoneum or retroperitoneal effusion may 
usefully be gained this way. 

If shock is severe and major intra-abdominal 
bleeding is evident, too much time cannot be 
spent in attempting to prepare the patient for 
operation. If improvement is not effected by the 
rapid transfusion of several pints of blood, it is 
unlikely to be achieved until the bleeding has 
been controlled. In such cases, several intra- 
venous cannulas should be used, with at least 
one in an upper extremity; the inferior vena 
cava may be a site of hemorrhage and have to be 
temporarily occluded. Under these circum- 
stances, transfusion of the lower limb is ineffec- 
tive. 

A generous vertical incision allows adequate, 
rapid exposure and may readily be extended if 
necessary. The presence of free gas and any ab- 
normal fluid, blood, or bowel contents helps 
depict the specific injury. Large amounts of 
blood in the peritoneal cavity require that the 
source be found and controlled as a first priority. 
The intestinal tract and its mesenteries are then 
carefully inspected from the esophageal hiatus 
to the rectum; any damaged part is wrapped in 
a moist pack and retained outside of the ab- 
domen for appropriate measures when the total 
injury has been assessed. The liver, spleen, kid- 
neys, pancreas, bladder, and pelvic organs are 
next examined. The peritoneum of the paracolic 
gutters is incised, the ascending and descending 
colon freely mobilized, and the gastrocolic 
omentum divided for renal and pancreatic in- 


spection if any doubt exists as to the integrity of 
these organs. 

Retroperitoneal effusion of blood, bile-stain. 
ing, or crepitation in the area should be specifi. 
cally sought and, if found, the duodenum should 
be thoroughly mobilized. This is accomplished 
by division of the peritoneum lateral to the 
second part of the duodenum, allowing it to be 
lifted forward and medially so that its posterior 
surface may be visualized. The terminal part of 
the duodenum is inspected by transection of the 
ligament of Treitz and dissection of the root of 
the mesentery. Failure to do this led to a cata. 
strophic oversight in one patient. An injury of 
the distal part of the duodenojejunal junction 
may require that the partial division of the bowel 
be completed with repair anterior to the superior 
mesenteric vessels (21). These steps also aid 
adequate inspection of the common bile duct, 
pancreas, superior mesenteric vessels, and right 
ureter, injury of which has often been overlooked. 

Simple lacerations of the duodenum are re- 
paired by suture in two layers, large gaping 
wounds preferably being closed transversely to 
avoid narrowing of the lumen. Transections re- 
quire end-to-end suture or, if this is impossible, 
it might prove better to close the distal or both 
ends with some form of by-passing anastomosis. 
Drains through lateral stab wounds are placed 
down to the site of closure, so that if a duodenal 
fistula occurs, it will not be through the main 
incision. Gastroenterostomy has been used in an 
effort to avoid postoperative duodenal disten- 
tion and necrosis of the suture line; it would ap- 
pear to be a wise precaution in those instances 
in which ischemia of the suture line or duodenal 
stenosis is feared. Adequate experience in the 
surgery of peptic ulcer shows that such a measure 
does not provide insurance against nonmeticu- 
lous closure of the duodenum. 

The problems involved in the management of 
a duodenal fistula, should this develop, have 
been summarized by Albright and Leonard: (1) 

1. The prevention of maceration of the ab- 
dominal wall. 

2. The maintenance of fluid, electrolyte, and 
nutritional balance. 

3. The ultimate closure of the fistula itself. 

Many practical measures have been suggested 
for the prevention of surface irritation by the 
escaping fluid which may amount to as much as 
7 liters a day. Chemical neutralization, mechan- 
ical adsorption, inactivation of enzymes, 
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protection of the skin by various preparations 
all have their advocates. The most universally 
acceptable method is prevention of contact be- 
tween the fluid and the skin, whether by posi- 
tioning the patient so that the fistula is depend- 
ent, on a divided mattress or a Bradford frame, 
or with a sump pump and a catheter inserted 
into the fistulous tract. Bartlett and Lowell (2), 
reviewing 128 cases, observed: “After reading 
the uniformly successful reports on various com- 
binations of these methods, one must conclude 
that the extreme care with which the technic is 
applied is more important than the actual sub- 
stances.” 

Consideration of the nutritional problem is 
simplified by Bartlett and Lowell’s division of 
the fistulas into two groups, a “lateral” type 
having normal gastrointestinal continuity, and 
an “end” type with exclusion of the duodenum 
and some form of gastrojejunal anastomosis, this 
latter occurring chiefly after partial gastrectomy. 
The mortality for the “lateral” type was 40 per 
cent, and that for the “end” type only 14 per 
cent. This striking difference is commented upon 
by Brown, Speir, and Trenton (3) who attribute 
the lower mortality to the maintenance of better 
nutrition made feasible by the pre-existing gas- 
troenterostomy. Parenteral therapy is usually 
essential in the “‘lateral”’ type of injury if a gas- 
troenterostomy has not been performed. 

Careful intake and output records, with an- 
ticipation of the water and electrolyte imbal- 
ances, and their early correction (frequent 
blood, plasma, or albumin transfusions) all help 
to forestall the starvation, alkalosis, and dehy- 
dration which have so frequently characterized 
these patients. Unfortunately, it is the “lateral” 
type of fistula which follows failure of a repair or 
lack of recognition of a duodenal injury, and it is 
apparent at an early stage that parenteral ther- 
apy alone, the only form of feeding possible in 
this type, is inadequate. As indicated by patient 
number 3 in our series, a gastroenterostomy may 
greatly simplify the care of a patient with a 
“lateral” type of duodenal fistula. A feeding 
jejunostomy may be necessary, or even a second- 
ary gastrojejunostomy, but these patients are 
not candidates for major surgery and the mor- 
tality following any extensive procedure may be 
as high as 85 per cent (Albright and Leonard) 
(1). Direct attempts to close the fistula have 
usually been unsuccessful. The value of a gas- 
trojejunostomy, even without pyloric occlusion, 


done at the time of repair, is that, with the aid of 
the left lateral decubitus position, it virtually 
converts the fistula into an “‘end” type. The pa- 
tient may then receive food by mouth and both 
it and the collected duodenal fluid, replaced 
through a nasogastric tube, will pass through 
the anastomosis to the jejunum. If an adequate 
nutritional status can be maintained by these 
means, the incidence of eventual spontaneous 
healing of the fistula is high. 


SUMMARY 


In a series of 50 consecutive injuries of the 
duodenum (noniatrogenic), the mortality rate 
has been 28 per cent. The preventable deaths 
and complications have been due to the sur- 
geons’ hesitancy adequately to mobilize and ex- 
pose the duodenum either at its loop or near the 
ligament of Treitz. 

When the injury is massive and an ischemic 
suture line feared, or repair is greatly delayed 
and infection predicted, a gastrojejunostomy 
should be considered as an adjunct to duodenor- 
rhaphy. 
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Contributions in the Study of Cranioplasty. (Text in 
Greek.) P. Noussias. Thesis, Doctor Med., 
Faculté Med., Athens, June 17, 1955. 


THE AUTHOR presents a detailed study of the develop- 
ment and application of the various methods of plastic 
surgery of bone defects of the skull. It is divided into 
two parts. 

Part I is a review of the world literature on the 
methods of cranioplasty used currently, as well as 
those which have been used in the past, and on the 
results obtained by these methods. After discussing 
the various techniques of cranioplasty, such as auto- 
grafts, homografts, heterografts, and metallic and 
acrylic prostheses, the author devotes almost 30 
pages to a discussion of the plastic prostheses alone. 
As he is in favor of the latter, he describes their physi- 
cal and chemical properties as well as the mode of 
construction and the surgical technique of the appli- 
cation of the prosthesis to the skull. 

Part II contains a detailed description of 14 cases 
of cranioplasty performed for the correction of bone 
defects produced as a result of war wounds or of 
various intracranial operations. 

This treatise is a good review of the subject and a 
careful analysis of the author’s cases. Using the ex- 
perience which the author gained from his own cases 
and also the experience of other authors, he diligently 
studies the complications of cranioplasty and carefully 
formulates the indications and contraindications for 
this surgical procedure. The study could perhaps con- 
tain more illustrative material; there are eight roent- 
genograms, two diagrams, and one photograph. All 
in all, this is a clearly written and informative mono- 
graph. —WNicholas 7. Demetrakopoulos, M.D. 


Reconstruction of Extensive Defects of the Skull with 
Split Rib Grafts, J. J. Loncacre and G. A. peSte- 
FANO. Plastic & Reconstr. Surg., 1957, 19: 186. 


Tus Is AN-EXCELLENT ARTICLE on the use of autog- 
enous bone grafts (ribs of the thoracic cage) in the 
repair of extensive defects of the cranial bones. The 
author feels that each individual has an abundant 
source of autogenous bone for the reconstruction of 
extensive defects. This bone can be obtained in almost 
unlimited quantities and can be removed without 
deformity if it is removed at intervals and in a certain 
manner. Splitting the rib opens up the cancellous 
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trabeculae and thus incurs the survival of a high per- 
centage of osteocytes which will envelope the graft 
with new bone very quickly. The split rib graft pos- 
sesses enough strength to protect, and at the same 
time serves as a scaffold to carry these cells. It is also 
sufficiently pliant that it can be contoured to recon- 
struct many types of defects. The periosteum of the 
rib bed has shown the ability to regenerate another 
rib for the second time. How often the periosteum of 
the rib bed can be used to reform new bone is yet to 
be determined. 

There are several excellent case illustrations in- 
cluded with the article. A 2 year old child who sur- 
vived 40 per cent total destruction of the calvarium 
and scalp with exposure of the anterior middle and 
posterior cranial fossa is discussed. After the infection 
was brought under control, the area was covered with 
postage stamp grafts. To reconstruct the extensive 
defect, a large portion of the remaining scalp was 
mobilized for a rotation pedicled flap. This flap was 
inserted into the defect and the exposed pericranium 
was covered with split grafts. Four full length rib 
grafts were taken singly in four separate operations 
and then split to provide sufficient autogenous bone. 
Within a year there was roentgen-ray evidence of 
osteogenesis extending from the edges of the skull de- 
fect to the rib grafts and between the grafts them- 
selves. 

Another interesting case was that of a 4 year old 
child with extensive defects (14 by 16 cm.) on each 
side of his skull. He had been admitted because of 
acute cerebral edema associated with acute lead en- 
cephalitis. Extensive unilateral cerebral decompres- 
sion was immediately performed, following which a 
similar procedure was carried out on the opposite side 
on the following day. Both sides of the defects were 
reconstructed with split rib grafts taken at varying 
intervals. Roentgen-ray photographs taken approx- 
imately 1.5 years after reconstruction of the defect 
showed excellent bone formation extending from the 
skull to the rib grafts and in between the rib grafts 
themselves. 

The authors have used approximately sixty split 
rib grafts in 11 cases to reconstruct extensive defects 
of the cranium and facial skeleton. They used them 
not only for extensive voids of from 40 to 60 per cent 
of the cranium, but to fill traumatic defects of the 
frontal, supraorbital, and malar bones. The grafts 
have shown strong resistance to infection and have 
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been placed in beds that have been previously in- 
fected and have extruded heterogenous and plastic 
materials. 

This is a very fine article by competent surgeons 
and should be read by all those who are interested in 
this type of reconstructive work. 

—Frank W. Pirruccello, M.D. 


Treatment of Fractures of the Maxilla and Facial 
Wounds (II trattamento delle fratture dei mascellari e 
delle ferite della faccia). L. PLoNER. Atti Soc. Med. 
Bolzano, 1957, 6: 73. 


THE IMMEDIATE problem which confronts the surgeon 
in treating wounds of the face with fracture of the 
maxilla is the prevention of obstruction of the airways 
and of hemorrhages. Tracheotomy and accurate 
hemostasis of any injured vessel will prevent such 
dangerous complications. 

A further step is an accurate débridement of the 
wound and, after a roentgenographic examination, 
the best reposition of the fractured fragments that is 
possible. Reconstruction by means of flaps, local or 
distal, should begin as soon as the patient’s condition 
permits. 

The reduction and consolidation of the fractured 
fragments can be obtained with the help of prostheses, 
especially if bones or teeth are missing. In fractures of 
the mandible ferrules, applied to each alveolar arch 
by means of No. 24 wire loops surrounding each tooth, 
and approximated by elastic bands, are used. 

An alternative form of treatment for mandibular 
fractures is the use of the extraoral method of Anderson. 
This method is indicated in cases in which there is 
danger of repeated vomiting, such as when the patient 
has to be transported by boat, car, or plane and when 
there is complete absence of teeth. 

The author presents 4 successfully treated cases. 
Two of the patients had fractures of the mandible, 
which were treated by intermaxillary wiring and trac- 
tion with elastic bands. Two patients had Guerin or 
Le Fort I fractures of the upper maxilla. One of these 
was treated by the use of a prosthetic plate applied to 
the cavity of the hard palate and secured to the teeth. 
The plate, divided in two halves was united by a 
telescopic metallic bridge, which permitted a progres- 
sive approximation of the two halves by the twisting 
of a screw. The second patient was treated by traction 
with metallic wires, which were passed through the 
cheeks, from a prosthesis attached to the upper alveolar 
arch to a helmet made of plaster of paris. 

—Sergio V. Proserpi, M.D. 


Tumors of Salivary Gland Origin in Children; a 
Clinical Pathologic Appraisal of 24 Cases. Louts T. 
Byars, LAUREN ACKERMAN, and ERLE PEACOCK. 
Ann, Surg., 1957, 146: 40. 


FIvE PER CENT of the salivary gland tumors seen at 
Barnes Hospital occurred in children. Seventeen neo- 
plasms were typical benign mixed tumors. All of the 
primary mixed tumors were single and there were no 
bilateral tumors. The recurrent tumors, of which 
there were 5, consisted of many satellite nodules. Six 
tumors were malignant, an incidence of 26 per cent 
which is comparable to the incidence of malignant 
tumors in adults. Two clinical features suggesting a 


malignant condition in this group of patients were 
pain and rapidity of growth. Facial nerve palsy was 
rarely encountered and only 2 of the 6 tumors ex- 
hibited fixation to the neighboring structures. Two 
extremely undifferentiated highly malignant lesions 
were treated surgically, one by limited local excision 
and the other by extremely radical excision including 
sacrifice of the facial nerve and complete neck dissec- 
tion. Both patients were dead within 80 days after 
operation with extensive carcinomatosis. 

The authors illustrate the occurrence of nests of 
tumor cells implanted in a needle tract following an 
aspiration biopsy. Operative technique is briefly 
discussed and the dangers of spillage are stressed. The 
authors describe a method of identifying the lower 
branches of the facial nerve by its remarkably con- 
stant relationship to the posterior facial vein. If a 
diagnosis of mucoepidermoid carcinoma or cylin- 
droma is returned on a well localized tumor which has 
been resected with a margin of salivary gland, the 
authors do not institute any further surgical treatment. 
If the permanent sections show undifferentiated 
highly malignant carcinoma, radical operation is 
considered only in the less undifferentiated tumors. 
The remainder are treated by palliative radiation. 

—Alan Thal, M.D. 


EYE 


Orbitography with Water-Soluble Contrast Media. 
G. Lomparot. Acta radiol., Stockh., 1957, 47: 417. 


THE AUTHOR describes his technique of orbitography 
by means of water-soluble contrast media. The funda- 
mental indications for orbitography are the presence 
of tumors and pseudotumors. 

Contrast media orbitography began in 1927. The 
use of thorotrast and lipiodol has been abandoned be- 
cause these substances were found to be injurious or 
unsuitable. At present, gaseous or water-soluble con- 
trast media are used. The former often lead to uncer- 
tain erroneous interpretations, even with tomography. 
For these reasons the author has used water-soluble 
preparations since 1953, which he injects into the 
muscular conus to explore the retrobulbar space. 

As contrast media, 3 ml. of umbradil (35 per cent), 
or equivalent preparations (diodrast, diodine, or 
joduron) are used, but because this concentration can 
injure the tissues and structures of the orbit it is di- 
luted by the addition of 1 ml. of novocaine (4 per 
cent) and about 100 units of hyaluronidase dissolved 
in 1 ml. of distilled water. The result is a final con- 
centration of about 21 per cent. 

In normal cases from 3 to 5 ml. may be injected; in 
pathologic cases the quantity should be reduced to suit 
the particular case. After the needle is withdrawn a 
pressure dressing is applied and films are taken in 
posteroanterior and lateral projections; it must be 
kept in mind that the contrast material is rapidly 
resorbed and disappears within 15 minutes. After 10 
to 20 minutes edema of the conjunctiva and eyelids 
usually appears and lasts a few hours. 

Two patients suffered intense pain, vomiting, and 
nausea because the preparations had passed into the 
subdural spaces of the cranium. These symptoms dis- 
appeared after a few hours. 
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Normally in orbitography in the posteroanterior 
projection, when large quantities of contrast media 
have been injected, the conus presents an intensely 
opaque, rounded appearance situated in the center of 
the orbit. With smaller quantities (3 to 5 ml.), which 
are always advisable in practice, the image of the 
conus may be compared to a three- or four-leaved 
clover. The indentations correspond to the impres- 
sions of the extraocular muscles and the so-called 
folia correspond to the spaces which protrude between 
the muscular fasciae. The image of the optic nerve is 
often recognizable in the inferomedial section of the 
conus. A faithful reproduction of the muscular conus 
may be observed in the lateral projection. The con- 
trast medium is often injected outside of the muscular 
conus or escapes from the latter and flows rapidly 
toward the eyelids. 

Of the 50 retrobulbar orbitographies so far carried 
out, 15 have failed or could not be used because the 
contrast medium ran out of the muscular conus; 16 
were negative and 19 positive. 

All the patients in whom the examination gave a 
positive result had unilateral exophthalmos. There 
were 11 primary tumors and 4 pseudotumors of the 
orbit, which were operated on and examined histo- 
logically. 

Neoformations reveal themselves in various ways 
according to their volume, their position in the orbit, 
and their effects upon the surrounding tissues. 

In superficial neoplasms orbitography is indicated 
for ascertaining their depth, for the purpose of select- 
ing the most suitable site and form of operation. 

In deep neoplasms the indications given by orbi- 
tography are better and the results obtained are very 
significant. 

It is concluded that water-soluble contrast media of 
the umbradil (diodine) type, of about 20 per cent con- 
centration, injected into the muscular conus yield 
good roentgenographic contrast without injuring the 
endo-orbital tissues. — Joshua Zuckerman, M.D. 


A Simple Operation for Senile Spastic Entropion. 
Martin Bopian. Am. 7. Ophth., 1957, 44: 67. 


THE AUTHOR describes a simple operation for the cor- 
rection of senile spastic entropion. 

Under local anesthesia, an incision 2 mm. below, 
and parallel to, the lid margins is extended the entire 
length of the lid. The lower skin edge is undermined. 
With the thermal or electric cautery, the orbicularis 
muscle is coagulated throughout its entire extent. A 
strip of skin is excised from the lower wound edge and 
the incision is closed with catgut sutures. 

Satisfactory results are reported in 10 cases. 

— Winston Duggan, M.D. 


Molten Metal Burns of the Inferior Fornix. Atston 
CaLtaHAN and Donatp E. Am. 7. 
Ophth., 1957, 44: 178. 

Tae AUTHORs discuss molten metal burns of the in- 

ferior fornix of the conjunctiva of the human eye. 

In spite of the usual precautionary safety measures, 
when a mold of cast iron or of steel explodes some of 
the molten metal may fall into the inferior fornix of a 
worker’s eye. Of a series of 10 patients injured in this 
manner in the past 8 years, 3 have been burned 
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severely, 1 moderately, and the other 6 minimally. 
None of the severe burns was bilateral. 

The accepted treatment for severe chemical burns 
of the eye and the adnexa is the immediate removal of 
the involved skin and conjunctiva to eliminate the 
continuing noxious chemical influence (especially in 
alkali burns) followed by the application of free skin 
or mucous membrane grafts, but the best manage- 
ment of a molten metal burn of the eye and of the 
adnexa has not been determined. 

In molten metal burns the chief problem in salvag- 
ing vision and the eyeball is the prevention of corneal 
vascularization without extensive irradiation of the 
limbal area, which in turn leads to a lowered corneal 
metabolism. A secondary consideration is reconstruc- 
tion of the lower fornix. 

The authors suggest the following treatment for 
molten metal burns: 

1. Thorough cleansing of the fornix, and extensive 
irrigation with water, saline, or boric acid solution. 
This procedure should be followed by frequent instilla- 
tions of cortisone derivatives. 

2. Insertion of a conformer into the palpebral 
fissure after cicatrization has become complete, the 
cicatricial tissue has been removed, and the necessary 
grafting has been performed. The mechanical break- 
ing up of adhesions by forcible separation of the eyelids 
from the globe seems to stimulate cicatrization. (A 
conformer is valueless in the early stages of treatment.) 

3. The utilization of genital mucosa for correcting 
large defects requiring mucosal grafts. 

This report is concerned with 3 patients who had 
severe burns and 1 who had a moderate burn of the 
lower fornix by molten metal. The patient with a burn 
of moderate severity recovered vision fully. Two of the 
three severely damaged eyes were salvaged with little 
remaining vision and 1 eye had to be removed. 

— Joshua Zuckerman, M.D. 


Glaucoma Detection in a General Hospital; a Survey 
of 1,054 Nearly Consecutive Admissions of Patients 
over the Age of 40 Years. Joun W. Smiturr, F. DALE 
Rotnu, Frep Brum, and L. Keirn Gates. Am. 7. 
Ophth., 1957, 44: 20. 


THis Is A REPORT from Ann Arbor Veterans Adminis- 
tration Hospital where routine tension determinations 
were made of all patients over 40 years of age. 

Of 1,054 patients tested 10 were known to have 
glaucoma and 8 additional cases were discovered. 
This gave an incidence of 0.76 per cent of previously 
unknown cases of chronic primary glaucoma. Seven 
cases were chronic open angle glaucoma and one was 
chronic closed angle glaucoma. 

Projecting this result over the entire United States, 
it was estimated that 371,544 patients over 40 years 
of age have undetected glaucoma. More care must be 
made to diagnose these cases.— Earl H. Merz, M.D. 


The Etiology of Uveitis; Dental Infection. A. STAN- 
wortH and H. McIntyre. Brit. 7. Ophth., 1957, 41: 
385. 


THE AUTHORS considered a series of 237 consecutive 
patients with uveitis. 

The cases were classified as keratouveitis, anterior 
uveitis, posterior uveitis, or panuveitis. The anterior 
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uveitis was further subdivided into granulomatous and 
nongramulomatous groups. 

The patients were divided into those with and those 
without a definitely known association with local or 
general disease. 

Under this classification an attempt was made to 
establish the causative position of dental infection, 
upper respiratory tract infection, and of systemic 
diseases. 

An unquestionable relationship was found between 
the occurrence of granulomatous anterior uveitis and 
paradontal infection in the age group from 21 to 40 
years. Similarly, a relationship was noted between 
granulomatous anterior uveitis and clinical sinus in- 
fection in patients more than 50 years of age, and be- 
tween granulomatous anterior uveitis and the pres- 
ence of the Streptococcus hemolyticus in nasal and 
throat cultures. Improvement of the ocular disease 
following treatment of the focal infection in these par- 
ticular cases provided some confirmatory evidence as 
to the causative relationship. 

In assessment of the role of systemic disease, strongly 
positive Mantoux reactions were associated with non- 
granulomatous anterior uveitis. The common occur- 
rence of uveitis in the presence of ankylosing spondy- 
litis and atypical forms of spondylitis was noted. 

In the discussion of such diseases as venereal dis- 
ease, diabetes, sarcoidosis, periarteritis nodosa, toxo- 
plasmosis, and brucellosis, the authors did not think 
that there were sufficient cases involved to justify a 
useful opinion. 

The most significant point in this article is the find- 
ing of a strong association between focal infection and 
granulomatous anterior uveitis. It is to be noted that 
this is contrary to the opinion of the American author- 
ity on uveitis—Alan Woods. 

—J. Winston Duggan, M.D. 


The Modern Treatment of Uveitis. Ray H. NrevsEn 
ant Tuomas J. Kirsy. Arch. Ophth., Chic., 1957, 58: 
9. 


SINCE SUCCESSFUL AND RATIONAL TREATMENT depends 
on an accurate diagnosis, every effort should be made 
to establish the exact cause of all cases of uveitis. 

Separation of uveitis into granulomatous and non- 
granulomatous types, if possible, may be of help in 
ordering the diagnostic survey and in formulating 
principles of treatment. 

It is important for the ophthalmologist, not the 
internist, to captain the diagnostic team, so that he 
may channel the diagnostic tests in certain directions 
commensurate with his knowledge of uveitis and its 
clinical manifestations. 

If a positive or presumptive etiologic diagnosis is 
made, the treatment of choice is specific therapy when 
it is available. When the exact cause cannot be ascer- 
tained or specific therapy is not available, one of the 
nonspecific forms of treatment should be used. 

Since the advent of steroids, fever therapy has been 
used less frequently. It is the experience of some 
ophthalmologists that few patients who have uveitis 
respond to fever therapy after failure with adequate 
doses of steroids. Fever therapy generally requires 
hospitalization, while steroids may be used on an 
ambulatory basis. The financial saving to the patient 


is considerable and he is also spared the physical dis. 
comfort of fever. 

Steroid therapy is efficacious because of the anti- 
phlogistic action of these agents, with suppression of 
exudation, neovascularization, and scarring. The 
most promising steroids at the present time appear to 

the newer metisteroids, namely prednisone and 
prednisolone. It appears that failure in the administra- 
tion of steroids frequently is due to use of topical 
therapy when systemic therapy is actually required 
or to the use of inadequate systemic doses. 

A personal survey taken among 30 outstanding 
ophthalmologists of the English-speaking world re- 
veals that 3 prefer fever therapy over steroids. Four use 
both forms of nonspecific therapy and indicate no 
preference between the two. Twenty-three of the 
ophthalmologists prefer the use of steroids to fever 
therapy; of these, 14 use steroids almost exclusively 
and rarely resort to the use of fever therapy. Thus, the 
majority of outstanding ophthalmologists in this sur- 
vey prefer steroid therapy and generally agree that 
fever therapy should be reserved for patients who fail 
to respond to adequate doses of steroids or for those 
few patients in whom steroids are definitely contra- 
indicated. 


EAR 


The Toxic Effect of Streptomycin upon Balance and 
Hearing. TERENCE CAWTHORNE and Douctas Ranc- 
ER. Brit. M. F., 1957, 1: 1444. 


THE DAMAGING AFFINITY of streptomycin for the 
eighth nerve system was recognized soon after its in- 
troduction into clinical practice. This article reviews 
the toxic properties of streptomycin, particularly its 
effect on the vestibular system. 

The system of the eighth nerve consists of a sensory 
receptor for balance and one for hearing, both of 
which are in the labyrinthine spaces of the internal 
ear in each temporal bone. The cochlear and vestib- 
ular nerves leave the temporal bone as the eighth 
cranial nerve, and it has been demonstrated that 
streptomycin has a selective and destructive action 
upon the cochlear system, causing deafness, and in 
large enough doses it has also affected the vestibular 
system, resulting in giddiness from loss of vestibular 
sense. Dihydrostreptomycin appears to be particu- 
larly cochleotoxic, and the sulfate preparation of 
streptomycin appears to be vestibulotoxic. Recent 
investigation indicates that the end organs, or periph- 
eral ganglia, bear the brunt of the toxic effect. 

Balance is governed by impulses received from the 
vestibular end organs in the labyrinth, and the loss of 
vestibular function varies in severity and suddenness of 
onset. The ensuing disability can be most serious. 
Disabling properties of the drug should be kept in 
mind when the preparation is administered, for loss 
of vestibular function can occur following as small a 
dose as 3 gm. given over a period of 3 days. Detailed 
descriptions of both the sudden and gradual onset of 
the symptoms are presented, plus illustrative case 
histories. 

The properties of streptomycin, which is prepared 
from streptomyces griseus, are discussed. The drug is 
excreted by glomerular filtration and the serum level 
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of the antibiotic cannot normally reach more than a 
certain height despite the dosage because of the filter- 
ing-off action of the kidney. If renal excretion is im- 
paired, then the level of the antibiotic in the serum 
may reach a higher level than in the normal subject. 
Toxic manifestations may thus appear following even 
small doses of streptomycin. 

In general, the toxic effect of streptomycin on the 
eighth nerve system is irreversible. Recovery of func- 
tion may take place in some cases if the medication is 
withdrawn after the occurrence of the disabling symp- 
toms. Vestibular function, on the other hand, may 


_continue to deteriorate after the withdrawal of the 


drug, and progressive loss of hearing has also been 
reported following withdrawal of dihydrostreptomy- 


Skin reactions, varying from a mild dermatitis to 
severe and extensive exfoliative dermatitis, have been 
reported with streptomycin. Although this reaction 
is a distressing complication, it is fortunately revers- 
ible. 

Symptoms of intoxication are unlikely to occur so 
long as the daily dose of streptomycin does not exceed 
0.5 gm. The authors appreciate the fact that in ser- 
ious tuberculous infections as much as 1 gm. a day 
may be needed. Work continues on the development 
of other preparations of streptomycin, and it is hoped 
that a less toxic form of streptomycin may soon appear 
on the market. — James H. Holman, M.D. 


Conservative Management of Chronic Otitis Media. 
Bruce A. SANDERSON. Arch. Otolar., Chic., 1957, 66: 
170. 


In A REVIEW of 100 cases of chronic otitis media from 
his private practice as well as from the otolaryngolog- 
ical department of the San Diego County General 
Hospital, the author finds that the infection was con- 
trolled in 70 per cent of the cases by following con- 
servative treatment. Great importance is given to the 
general care of the patient. 

A careful history and a complete physical examina- 
tion including audiogram, sensitivity studies, cultures 
of the discharge, and x-rays of the mastoids and other 
areas, if needed, help to diagnose any other diseases 
coexisting with the pathologic condition of the ear. 

The treatment has two objectives. One is the general 
care of the patient including treatment of the coex- 
isting diseases and arranging a living pattern to build 
up the general resistance of the patient. The second is 
to take care of all the pathologic conditions of the 
sinuses, nose, and throat. Allergy tests should be done, 
followed by desensitization, and achievement of patent 
nasal airways through polypectomy or submucous re- 
section, if needed. In cases in which sinus infection is 
= irrigations and adequate drainage are indi- 
cated. 

Particular care is given to obstruction of the eusta- 
chian tubes. This can be managed by careful adenoid- 
ectomy followed by radium or x-ray therapy in case 

obstruction persists. Frequent tubal inflations are 


The specific treatment of the ear begins simul- 
taneously with the already mentioned therapy. Cul- 
ture of the discharge and tests of sensitivity to anti- 
biotics, removal of obstructions (polyps, osteomas) to 


SURGERY OF THE HEAD AND NECK 119 


secure free drainage of the ear, curettement and cau- 
terization of granulation tissue, and removal of small 
cholesteatomas by irrigation with alcohol contribute 
much to the resolution of the disease. Sometimes 
myringotomy is indicated. For medical treatment the 
author recommends administration of specific anti- 
biotics topically and systemically. Both the wet and dry 
methods of ear therapy are used. For the nonantibiotic 
preparation he used glycerite of hydrogen peroxide 
with urea, 1 per cent acetic acid solution, hydrogen 
peroxide, a saturated solution of boric acid and 70 
per cent alcohol, furacin soiution, Burow’s solution, 
and glycerin. When using the dry method, sulfona- 
mide, antibiotic, boric acid, and iodine powders are 
employed. 

In cases in which the pathologic condition is not 
responding to treatment, mastoidectomy is the treat- 
ment of choice. 

Of the 100 cases the average duration of discharge 
was 8.06 years, the average age, 30.08 years. 

Forty-nine per cent of the patients were treated for 
coexisting diseases; 9 per cent had minor nose and 
sinus surgery, 34 per cent had tonsillectomy and/or 
adenoidectomy, and 25 per cent had irradiation ther- 
apy to the nasopharynx. Thirty per cent required 
major ear surgery. 

In conclusion 96 per cent of the 100 cases were con- 
trolled and only 30 per cent required major surgery. 

— Andreas G. Kodros, M.D. 


Histopathology of Stapes Ankylosis. Epmunp P. Fow.- 
ER, JR. Arch. Otolar., Chic., 1957, 66: 127. 


AFTER histologic examination of the otosclerosis speci- 
mens available to him the author gives a description 
of the several different ways that the stapes has been 
found to be fixed. According to his findings otosclerosis 
may be associated with either fibrous or bony changes 
in the niche of the oval window. 

The types of stapes fixation found in the examined 
specimens are as follows: anterior fibrous adhesions 
growing across the promontory from the anterior border 
of the oval window; fixation of the head of the stapes 
to the promontory; bony bridges occurring outside 
the annular ligament by bone invasion; calcified con- 
cretions occurring within the annular ligament; dis- 
placement of the footplate of the stapes from its 
normal position; bony bridges, or massive bony 
ankylosis of the footplate. 

Considering the above cases, the question arises 
whether it is possible to shake loose a joint ankylosed 
with new bone and then keep it mobile. This is possi- 
ble in very few, if any, patients. In the successful 
maneuvers breaking of a normal part of the footplate 
occurs and, probably in many of the best cases, frac- 
ture of one crus as well. These fractures do not heal 
by bony union because the normal footplate consists 
of very thin endochondral bone which does not heal 
by bony union. 

Several operations performed by the author as well 
as by others in which the anterior crus was cut, or in 
combination with fracture of the footplate, proved to 
be successful. However Rosen and others had better 
results with bilateral crurotomy. 

The study of otosclerotic cases must be carried on 
more closely and every case evaluated individually on 
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the operating table in order to develop more ac- 
curate statistics regarding the position of the bony 
ankylosis. This will help to achieve footplate fracture 
oftener without danger to the patient. 

Ideally, we should find a way to ascertain the site 
of the ankylosis in the living patient before we start 
mobilizing. This way we may improve the percentage 
of successful cases and also we may find out why some- 
times the hearing regresses after initially successful 
surgery. —Andreas G. Kodros, M.D. 


Indications and Predictions in Stapes Mobilization. 
Emery I. Pick. Arch. Otolar., Chic., 1957, 65: 586. 


THE BEST RESULTS in mobilizing the stapes are ob- 
tained when the bone conduction loss is not greater 
than 15 decibels. Among 27 patients the author 
found that 51.8 per cent showed improvement in their 
condition after mobilization of the stapes. Fenestra- 
tion is most effective when the gap between air and 
bone conduction amounts to at least 30 decibels in 
some of the frequencies. The author believes that 
stapes mobilization, on the other hand, is feasible 
with an air-bone gap of not more than 20 decibels. 

In a second group of patients the bone conduction 
was between 15 and 30 decibels. Stapes mobilization 
was the procedure of choice in this group. Among 52 
of these patients the rate of improvement was 36.54 
per cent. 

In the third group the loss of bone conduction was 
greater than 30 decibels and restoration of serviceable 
hearing could not be expected. Stapes mobilization 
still may have yielded sufficient improvement to 
enable the patient to use a hearing aid successfully, 
by eliminating the conductive component of the hear- 
ing impairment. 

Previous fenestration does not preclude stapes 
mobilization, but since the incus has been removed it 
is necessary to create columella action by retroposi- 
tioning a large tympanomeatal flap. It may be neces- 
sary to use a free skin graft to cover the stapes for this 
purpose. 

During the operation the author uses a fine sound 
probe (Zéllner) built into a bone conductor. Contact 
is made with any visible part of the stapes or len- 
ticular process of the incus, and readings are taken 
before and after mobilization. The success of mobili- 
zation can thus be gauged. 

—John F. Ballenger, M.Ds 


The Surgical Treatment of Deafness, ALFRED T. LizB- 
ERMAN. 7. Internat. Coll. Surgeons, 1957, 27: 742. 


THE AUTHOR gives a brief summary of the history of 
ear diseases. He believes that the successes obtained in 
present day operations for deafness are due not only to 
the otolaryngologic tradition of knowledge and ex- 
perience but to refinements in otologic testing which 
provide a greater accuracy in choosing candidates for 
surgical treatment and to new x-ray techniques which 
make possible the visualization of anatomic regions 
and pathologic entities heretofore not recognized. 
The use of the magnifying loupe and the operating 
microscope and modern chemotherapeutic agents and 
antibiotics have helped immensely in the successful 
completion of operations that were formerly defeated 
by secondary infection. 


The author divides deafness into four main cate- 
gories: nerve deafness, conduction deafness, and a 
combination of the two previously mentioned, known 
as mixed deafness and central deafness. Examples of 
diseases in which the four previously mentioned types 
of hearing loss occur are given, and stress is placed on 
the importance of an accurate diagnosis in relation to 
the type of hearing loss, because surgical treatment is 
of benefit only to patients with disturbances of the 
sound-conducting mechanism. No known surgical pro- 
cedure can restore or improve hearing in a patient with 
nerve deafness or central deafness. 

Diseases causing conduction deafness which is 
amenable to surgical treatment are: (1) hypertrophied 
lymphoid tissue of the oropharynx and nasopharynx; 
(2) infection of the middle ear and mastoid process; 
(3) congenital or acquired atresia of the external 
auditory canal; and (4) otosclerosis with stapedial fixa- 
tion. The author discusses the surgical treatment in 
these different conditions. 

1. The surgical treatment of deafness caused by 
hypertrophied lymphoid tissue of the oropharynx and 
nasopharynx consists in complete adenotonsillectomy. 

2. The surgical procedures for deafness caused by 
infection in the middle ear and mastoid process are: 
modified radical mastoidectomy, radical mastoidec- 
tomy, and tympanoplasty. 

3. The surgical treatment of deafness caused by 
congenital or acquired atresia of the auditory canal 
consists in the surgical correction of the atresia, but 
because of the coexistent deformities in the middle 
ear, the hearing improvement brought about by this 
procedure alone often fails to bring the hearing up to 
a serviceable level. Fenestration in these cases is indi- 
cated and is very rewarding. 

4. The surgical treatment of deafness caused by 
otosclerosis consists in the transtympanic stapedial 
mobilization and the fenestration operation. The 
author feels that mobilization of the stapes should be 
tried first; if mobilization cannot be achieved, the 
patient should be prepared to undergo fenestration 
within 3 to 4 months. In other words, mobilization of 
the stapes should be considered one phase of the effort 
to improve the hearing by surgical means. 

G. Obregon, M.D. 


Tympanoplasty; a Preliminary Report. R. N. Remy. 
Med. F. Australia, 1957, 2: 47. 


THE AUTHOR gives a report of his first 8 cases of 
tympanoplasty following the technique that Wullstein 
described in two papers entitled: ‘‘Audiology of Hear- 
ing—Improvement Operations’, delivered in August, 
1954 and “The Functions of the Free Skin Graft 
Compared with Those of the Normal Membrane”, 
delivered in October, 1954. 

The objects of the procedure are (a) the improve- 
ment of hearing through re-creation of the middle ear 
space, and (b) obtaining a dry ear. The candidates for 
the operation were patients suitable for radical or 
modified radical mastoidectomy in whom at least the 
anterior-inferior one-third of the pars tensa was 
present and healthy. 

The author uses the postauricular incision although 
he sees no contraindication to using the endaural in- 
cision. The bone work is carried out as in any radical 
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or modified radical mastoidectomy, the outer attic 
wall is removed as well as the incus and the affected 
part of the malleus with the unhealthy portion of the 
tympanic membrane. Using magnification the middle 
ear and cavity are cleared of granulations and ad- 
hesions and covered with a free, pear-shaped, full 
thickness skin graft received from the postauricular 
area. The cavity is then packed with small gelatin 
sponges, which have been saturated with a solution of 
penicillin in normal saline, and paraffin gauze. 

A week later the removal of the packing begins and 
it is continued in stages during a period of several 
weeks. By the time the epithelization of the cavity be- 
gins, the patient has the first sensation of hearing im- 
provement. 

The author follows the description of the technique 
with reports of the 8 patients who were operated upon 
and with the audiograms before and after surgery. 

The series of cases is not large enough for statistical 
conclusions, but one gains the impression that good 
results can be obtained in the majority of cases. 

— Andreas G. Kodros, M.D. 


NOSE AND SINUSES 


erative Treatment of Rhinophyma. Benct Ny én. 
= Soc. med. Upsaliensis, 1957, 42: 17. 


THE AUTHOR gives a brief summary of the pathologic 
condition of rhinophyma. The etiology is unknown 
and it affects men in a much greater proportion than 
women. Surgery is the treatment of choice, the results 
are generally very good, and the psychologic relief is 
most gratifying. A brief summary of the surgical 
history of the disease is given in this report and the 
author divides the surgical methods into three cate- 
gories. In the first a thick split or full thickness skin 
graft is applied. In the second the defect is left for 
epithelialization and in the third a flap (forehead or 
arm) is used as a cover. In another procedure the 
thinophyma is excised subcutaneously and local flaps 
are used for cover. 

The author presents 6 cases, in 4 of which, after 
paring down the rhinophyma with a diathermy loop, 
the defect was left for epithelialization. The result was 
very good in 3 cases, and good in 1. In the other 2 the 
defect was covered with a full thickness skin graft, 
both with very good results. In conclusion the author 
considers the skin grafting superior to leaving the 
defect for secondary epithelialization. 

—G. Obregon, M.D. 


Modern Treatment of Sinusitis, W1LL1AM T. K. BRYAN. 
Arch. Otolar., Chic., 1957, 65: 567. 


IN THE TREATMENT Of sinusitis information is particu- 
larly needed on several points: the sensitivity of the 
bacteria involved, the allergic status of the patient, 
the general medical status of the patient (including 
thyroid and other endocrine abnormalities), and the 
cytologic pathology, which provides evidence of viral 
or bacterial activity and allergic reaction. 

It is with the last named that the author is particu- 
larly concerned. The presence of eosinophils in the 
nasal secretions is widely accepted as an indication of 
allergic response. During a cold the columnar ciliated 
epithelial cells of the nose are exfoliated and can be 
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found in the nasal secretions. In 1950, by use of 
Papanicolaou’s stain, the author showed specific pat- 
terns of structural changes that occurred within the 
ciliated cells during acute upper respiratory infections. 
These intracellular changes have proved to be of diag- 
nostic value in differentiating the common cold from 
allergic response in the nose. 

He encourages the use of the “‘wiped nasal smear.” 
A small cotton tipped applicator is passed under the 
inferior turbinate. The smear is made before it dries 
and then placed in equal parts of 95 per cent alcohol 
and ether for fixation. Wright’s or Hausel’s stain is 
used for granulocytes and mononuclears, and Papani- 
colaow’s stain is used to demonstrate epithelial cells. 

During the acute phases the author tends to rely 
on antibiotic therapy. In the subacute phase he relies 
on the Proetz displacement treatment. 

For irrigation of the sinus the author uses Ringer’s 
solution to which is added a vasoconstrictor, an anti- 
histamine, and an antibiotic (one not suitable for 
systemic use). 

Allergic management is important. Inhalants are 
quantitatively tested by serial dilutions and dosage 
is later changed according to response. Food factors 
are discovered by individual food tests and analytic 
diet records. 

Occasionally, surgery is necessary. Vaccines are 
used only rarely. —Fohn 7. Ballenger, M.D. 


A Giant Abscess of the Sella Turcica, Secondary to a 
Mucocele of the Sphenoid Sinus (Mucocele del seno 
esfenoidal como origen de absceso gigante de la silla 
turca), WILLIAM SHAFER and CELMAN SEJANOVICH. 
Presna méd. argent., 1957, 44: 98. 


THE AUTHORS review a case of a pyocele of the sphenoid 
sinus; 31 cases have been reported in the medical 
literature. They believe that the pathogenesis of the 
mucocele is a chronic inflammatory process that 
causes a closure of the sphenoid ostium followed by 
the accumulation of secretion and exudate. Destruc- 
tion of bone is caused by pressure and inflammatory 
process. 

When the process becomes chronic, there is a for- 
mation of pus that collects in the epidural space. 
However, because of the low grade infection, the dura 
reacts locally, producing a pachymeningitis and pre- 
venting the spread of infection to more vital struc- 
tures. Because of this, the symptomatology of these 
abscesses is not inflammatory, but compressive. The 
compression of the olfactory, optic, and occulomotor 
nerves is the cause of anosmia, blindness, and ptosis. 
Nasal discharge, headaches, and low-grade fever are 
also present. 

The roentgenograms of the skull on the lateral and 
anteroposterior views show destruction of the floor 
of the sella turcica and separation of the clinoid pro- 
cess. These x-ray findings are similar to those found 
with pituitary tumors. 

Special views are necessary for the proper visualiza- 
tion of the optic foramen and lamina papyracea of the 
ethmoid. Arteriograms are useful to appreciate the 
size of the abscess and the degree of distortion, elonga- 
tion, and compression of the carotid artery. 

The differential diagnosis should include: (1) con- 
genital malformations such as the absence of the 
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sphenoid, meningocele, and meningocele of the orbit; 
(2) dermoid tumors, gliomas and aneurysms of the 
ophthalmic artery, and meningiomas of the lesser 
wing of the sphenoid; (3) tumors of the pituitary 
gland, especially chromophobes and craniopharyn- 
giomas and aneurysms of the carotid artery. 

The treatment consists of an external spheno- 
ethmoidectomy. Whenever the neurologic surgeon 
does an exploratory craniotomy and discovers a fluc- 
tuant mass underneath the dura, he should perform 
an exploratory needle aspiration. If the laboratory 
study confirms the presence of pus, no further mani- 
pulations should be undertaken because a fatal 
meningitis may ensue. The site of the puncture should 
be sealed with a small strip of gelfoam impregnated in 
antibiotics. Definitive treatment should be carried out 
by the otolaryngologist. —G. Obregon, M.D. 


MOUTH 


The Value of Irradiation in the Treatment of Tumors 
of the Salivary Glands; Evaluation of Cases Treated 
from 1928 to 1950 (Il valore della radioterapia nel 
trattamento dei tumori delle ghiandole salivari; rendi- 
conto clinico-statistico dei casi trattati dal 1928 al 
1950). Guo Luzzatti. Tumori, Milano, 1957, 43: 1. 


SrxTy-FouR patients with primary tumors of the 
salivary gland have been treated at the tumor center 
in Milan, Italy in the period from 1928 to January 
31, 1951. In 51 of these patients the nature of the 
tumor was histologically verified, in 13 the diagnosis 
was made from the clinical picture and the course of 
the disease. Of the histologically verified tumors, 21 
were benign mixed tumors, 6 were cylindromata, 10 
were mixed tumors with malignant characteristics, 12 
were carcinomata, 1 was an adenoma, and 1 a heman- 
gioma. Of the 13 tumors not verified histologically, 1 
was diagnosed a benign mixed tumor, 7 were mixed 
tumors with malignant characteristics, 4 were carci- 
nomas, and 1 tumor could not be definitely classified. 

Since the problem of the treatment of tumors of the 
salivary glands is bound up with the matter of sur- 
gery, the surgical literature has been reviewed and is 
considered in connection with irradiation therapy. 
The latter becomes of importance since surgical 
therapy has proved insufficient in the treatment of 
these neoplasms. 

The answer to the question as to whether surgical 
treatment in tumors of the salivary glands has proved 
insufficient and as to what type of surgery should be 
used in each individual case, whether in instances of 
malignant processes, for example, the facial nerve 
should be preserved, is left by the author to surgeons; 
his own experience has to do with the radiologic as- 
pects of the treatment of these neoplasms. 

Most of the author’s cases have been benign mixed 
tumors (21 cases). In this group he has employed 
postoperative irradiation therapy, and if the instances 
in which recurrence occurred after surgical interven- 
tion are excluded, no recurrence has developed in 
this group for more than 5 years. Any convincing 
evidence that postoperative irradiation therapy is of 
decisive value would have to be obtained from a large 
number of cases, but the author thinks that his results 
speak for continuance of the method. 


It has been suggested that irradiation therapy 
alone in these conditions is justifiable, but the results 
obtained have been so discouraging that the necessity 
for radical surgery is no longer doubted. Nevertheless 
there is no doubt that irradiation therapy following 
operation may succeed in preventing recurrences, 
The author cites an instance in which resection of a 
histologically verified malignant tumor was followed 
by irradiation therapy. This patient has remained well 
for more than 9 years. Even in malignant tumors 
which are inoperable, roentgen therapy or radium 
therapy may at times produce remarkable regression 
of the condition, a degree of regression, which may 
later make radical surgery possible. 

— John W. Brennan, M.D 


NECK 


A Study of the Morphology and Function of Diseases 
of the Thyroid Gland ough a Method of Thy- 
roid Arteriography via the Subclavian Artery 
(Studio saevideaiee e funzionale delle affezioni della 
ghiandola tiroide mediante l’arteriografia tiroidea per 
via succlavia). A. Bossio. Acta chir. ital., 1957, 13: 193, 


Because of numerous cases in which angiography is 
either a definitive or confirming diagnostic process, 
the author believes that the use of radiopaque mater- 
ial, injected into the arterials of the thyroid gland, 
could give information not obtainable by ordinary 
roentgenographic studies and physical examination. 

A method was selected of direct needle puncture of 
the subclavian artery in the supraclavicular area just 
lateral to the insertion of the scalenus anticus muscle. 
An injection was made of 20 cubic centimeters of 70 
per cent urografin. Serial roentgenograms were made 
at 2, 3, 5, 7, and 12 seconds. The roentgenograms not 
only demonstrated many anomalous vascular forma- 
tions but the author also was able to determine the 
presence of thyroid cysts and solid nodules. Most of 
the latter were benign adenomas. 

In the cases of carcinoma of the thyroid it was ob- 
served that there seemed to be a rather abrupt passage 
of the contrast media from the thyroid arterials into 
the venous circulation. The author believes that fur- 
ther study and experience may enable the achieve- 
ment of much greater diagnostic accuity. 

— Walter L. Byers, M.D. 


Treatment of Basedow’s Disease in Children (Théra- 
peutique de la maladie de Basedow chez l’enfant). 
Juvien Martz, Georces J. GuEDENEY, and J. L. 
DE GENNES. Sem. hop. Paris, Ann. ped., 1957, 33: 241. 


EXopHTHALMIC goiter is a disease rarely seen in 
children, and when present it poses therapeutic prob- 
lems. Subtotal thyroidectomy seems to be the treat 
ment which most readily produces permanently good 
results. Nevertheless, because of the youth of the pa- 
tient, medical management is preferred by many 
physicians who feel that the ablation of the greater 
portion of the thyroid gland at such an early age may 
incur difficulties in later life. 

The authors present detailed case reports of two 
girls aged 5 and 8 years with advanced signs and 
symptoms of Basedow’s disease. The children were 
medically treated with excellent results, and have now 
been followed up for 4 years. 
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When first seen in 1953 the girls presented all the 
signs and symptoms of hyperthyroidism, including 
ossification and cardiac involvement, and there was 
marked exophthalmos. They were treated with anti- 
thyroid drugs benzyl-6-thio-2-uracide (basdéne) or 
methyl-2-mercaptoimidazol (basolan). In the case of 
basdéne (0.025 mgm. per tablet), one-half tablet was 
administered twice a day, increasing weekly up to the 
fourth week when 1 tablet 3 times daily was given. To 
slow down the production of the pituitary stimulating 
hormone small doses of thyroxin, .25 to .5 mgm. per 
day, were also given. In the early stages of treatment 
barbiturates were administered. The children were 
kept in bed until the symptoms of hyperexcitability 
disappeared. 

Within 2 to 3 months after the treatment began the 
symptoms of hyperthyroidism were no longer appar- 
ent; and within 3 to 4 months the children presented 
a normal picture. The B.M.R. returned to normal, 
the thyroid gland decreased in size, and there was a 
reduction in the appearance of the exophthalmos. The 
dose of the antithyroid drug was then progressively 
reduced, and the children were given a maintenance 
dose of 1 or 2 tablets of basdéne for a period of 2 to 3 
years. Neither child received any medication for 6 
months prior to the writing of this report, and both 
are completely symptom free. All laboratory tests, in- 
cluding x-rays of the long bones and electrocardio- 
grams, were consistent with those of children of the 
same age. 

The case reports are followed by a brief discussion 
of the different methods of treating Basedow’s disease, 
and the relevant references are given. Iodine, x-ray 
irradiation, and radioactive iodine therapy are enu- 
merated, but the authors prefer to treat exophthalmic 
goiter in children with antithyroid drugs as afore- 
mentioned. They suggest starting with large doses, and 
a lengthy period (2 to 3 years) of maintenance to en- 
sure permanently good results. 

Should the antithyroid drug therapy fail, the au- 
thors recommend surgical treatment. The indications 
for this are: inability to control hyperthyroidism com- 
pletely with medical therapy; increase in the size of 
the gland in spite of the medication; inability to fol- 
low up the patient because of family or social condi- 
tions; and intolerance of the patient to the antithyroid 
medication. —Peter Beaconsfield, M.D. 


Thyrogenic fm as a Sequel of Metastasiz- 
ing Microfollicular Thyroid Adenoma with In- 
cretory Activity (Thyreogene Osteodystrophie bei 
inkretorisch aktivem metastasierendem kleinfolliku- 
laerem Schilddruesenadenom ). E. UEHLINGER, Schweiz. 
med. Wschr., 1957, 87: 683. 


A woman, aged, 78 years, had a microfollicular nod- 
ular goiter removed 11 years prior to her death, which 
was due to a recurrence. 

The two chief findings at the postmortem examina- 
tion were malignant goiter and generalized osteodys- 
trophy. Only the first condition was responsible for 
the clinical symptoms. The histologic study of the 
thyroid tumor, numerous lymph glands, and pul- 
Monary metastases established the diagnosis of meta- 
stasizing microfollicular, unusually well differentiated, 
adenoma. The generalized involvement of the skeletal 
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system consisted of osteoporosis, dissecting fibro- 
osteoclasis, and osteomalacia. This combination of 
osseous lesions is pathognomonic for thyrogenic 
osteodystrophy. 

In view of the fact that the aforementioned changes 
in the skeletal system developed concurrently with 
the adenoma of the thyroid, the conclusion is justified 
that the malignant goiter possessed a specific hormonal 
activity of such magnitude that it lead to hyper- 
thyroidism. 

Thyrogenic osseous dystrophy is the partial result 
of increased metabolic processes; the intensification is 
caused by a rise of thyroxin levels. In other organs 
this intensification is not demonstrable anatomically. 
Osteoporosis and osteomalacia are the clinical mani- 
festations of thyrogenic osteodystrophy. 

Contrary to parathyrogenic osteodystrophy, the 
thyrogenic variety produces granular atrophy of the 
cranial vault which is sharply and not indistinctly 
circumscribed. Spontaneous fractures are frequent in 
patients with parathyroid osteodystrophy but occur 
rarely in those with thyrogenic osseous lesions. Nephro- 
calcinosis is frequently observed in the first group but 
is absent in the thyrogenic group. Blood calcium 
levels are abnormally high in the first group and 
normal or slightly elevated in the second group. 

— Joseph K. Narat, M.D. 


An Unusual Case of Carotid Body Tumor. MaxweEti 
Ex.is and P. Winston. Brit. M. 7., 1957, 1: 982. 


CAROTID BODY TUMORS are extremely vascular and, 
in addition, are closely attached to one or another of 
the carotid vessels by vascular connections as well as 
adhesions, often simulating an aneurysmal dilatation. 
As the tumor increases in size, pressure on the neigh- 
boring structures may occur, particularly the vagus 
and hypoglossal nerves, and the sympathetic nerve 
trunk. The internal jugular vein is more often pushed 
aside than invaded. Harrington et al. (1941) state that 
40 to 50 per cent of carotid body tumors become ma- 
lignant, but Lahey and Warren (1947) consider that 
this estimate is much too high. Metastases to the cer- 
vical lymph nodes may occur and, very occasionally, 
distant metastases. The interesting and unusual fea- 
ture of the authors’ case is the extent of invasion and 
destruction of the internal jugular vein together with 
pressure atrophy of the vagus nerve, without any 
close relationship or adherence to the carotid vessels. 

Case report. A woman of 37 years had 2 years pre- 
viously noticed a swelling in the left side of her neck. 
There were no other symptoms. In May, 1953, an en- 
larged lymph node was removed. Histological exami- 
nation showed sinus catarrh, and there was no evidence 
of granulomatous or malignant disease. Within 2 
weeks the swelling recurred under the scar and the 
patient’s voice became husky at about the same time. 

An operation was performed on November 1, 1954. 
The swelling in the anterior triangle was partly cov- 
ered by the sternomastoid muscle, which was ad- 
herent to it. A smooth, pale gray swelling was then 
clearly defined lateral to the bifurcation of the common 
carotid artery and very slightly adherent to it and to 
the external carotid artery. The mass was 5 by 3 cm. 
There was a communicating vessel between the tumor 
and the external carotid artery. The striking feature. 
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however, was the absence of a definite internal jugu- 
lar vein. This was replaced by several small vessels 
which entered and left the tumor. The vagus nerve 
was not identified. The tumor was removed. The his- 
tological report was a paraganglioma, a so-called 
carotid body tumor. There has been no sign of recur- 
rence of the growth (April, 1957), although the vocal 
cord has remained paralyzed. 
—Earl O. Latimer, M.D. 


Malignant Tumors of the Throat (Maligne Tumoren 
des Schlundes). F. ZGLLNER. Deut. med. Wschr., 1957, 
82: 1103. 


MALIGNANT tumors of the throat are relatively rare. 
Although they can be diagnosed in an early stage, the 
patient has few symptoms at that time and is usually 
seen after metastases in the neck have developed. 
Because of the rich supply of lymph vessels in this area, 
metastases to the lymph nodes are early and extensive. 
In the hypopharynx, the squamous cell epithelial car- 
cinoma is predominant; but in the epipharynx and 
mesopharynx well differentiated carcinoma is rare, 
the usual finding being reticulum cell sarcoma, transi- 
tional cell carcinoma or immature squamous cell car- 
cinoma. The character of the cells may vary in differ- 
ent parts of the tumor and especially so in the metas- 
tases. More than half the tumors belong to the radio- 
sensitive type. Radiation therapy gives the best results 


with reticular cell sarcoma and lymphoepithelia] 
tumors, but even so the prognosis is guarded. Lymph 
node metastases are always surgically removed, and 
radiation is combined generally with electro-surgery. 

In the nasopharynx most tumors originate from the 
posterior roof. A tumor on the side may block the 
eustachian tube and cause chronic middle ear catarrh, 
Tumors of the posterior wall may invade the body of 
the sphenoid, while those of the lateral wall may ex- 
tend into the pterygoid fossa. In the treatment of pure 
reticular cell carcinoma, the author has obtained 
5 year cures in 22 per cent of the cases. 

In the mesopharynx, the tonsils are the predomi- 
nant site of the tumor. A one-sided enlargement of the 
tonsil should be investigated by finger palpation for 
an occult tumor. The prognosis for tumors confined 
to the tonsil is good as cures can then be anticipated 
in 80 per cent. Extension to the mandible requires re. 
section of the part affected. 

Tumors of the hypopharynx have the worst prog- 
nosis. The lymphatics of both neck and thorax are 
invaded early. The most frequent site is the sinus py- 
riformis. The first symptoms are a foreign body sensa- 
tion in the throat, dysphagia, or hoarseness. The 
larynx is usually involved and surgical treatment must 
include its resection. The author had only two 5 year 
cures in the treatment of 50 such tumors. 

— James E. Lebensohn, M.D, 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Ventriculosubdural Drainage in Infantile Hydro- 
cephalus; Analysis of Early Results, D. M. Forrest, 
K. M. Laurence, and G. H. Macnas. Lancet, Lond., 
1957, 1: 1274. 


THE AUTHORS present a new method of treatment of 
hydrocephalus in a moderately brief report. Forrest 
originally reported this procedure as a shunt between 
the lateral ventricle and the supratentorial subarach- 
noid space. However, it soon became obvious that he 
was in reality performing a ventriculosubdural shunt. 
This procedure was tried on 36 cases of hydrocephalus 
of varied causes. These 36 cases were selected from a 
total of 70 cases of hydrocephalus seen at the West- 
minster Children’s Hospital and The Hospital for 
Sick Children in London. 

The apparatus used is a hollow plastic disc with an 
attached plastic tube which extends into the lateral 
ventricle. At first several forms of plastic material were 
used, but it was finally decided that the best material 
was polytetrafluoroethylene. 

At operation a moderately small osteoplastic flap 
is made after the ventricles have been partially 


_ drained. The ventricular pressure should be decreased 


sufficiently to permit the cortex to fall away from the 
dura approximately 1 cm. After this the dura is opened 
and the disc placed in the subdural space. A ventric- 
ular puncture needle is then inserted into the lateral 
ventricle to form a tract, after which the plastic tube 
is inserted into the lateral ventricle and the stylet 
removed. The tube is curved, which helps te maintain 
it in the ventricle. It is essential, of course, that there 
is no bleeding, and before closing, all blood or blood 
clots should be carefully removed. 

These cases have been evaluated for a period of 
between 20 to 32 months, and in 13 (36 per cent) the 
results have been classed as completely successful. It is 
recognized that it is difficult to fully assess improve- 
ment, and, hence, only those cases were selected which 
had a definite insidious progressive course before sur- 
gery and in which there was immediate improvement 
following surgery. Most of the failures occurred in the 
first 4 months following surgery, and all cases with 
good results after that period of time have remained 
arrested. 

Although the type of hydrocephalus, such as com- 
municating or noncommunicating, was-listed for the 
cases in which operation was done, these cases were 
not correlated in regard to the success or failure of the 
operation. 

For 20 of the 34 babies that were not operated 
upon, it was predicted that their condition would be 
arrested. These continued doing well. Of the 14 with 
progressive cases, 12 are dead and in 2 there is still 
progression of the hydrocephalus. 

It is suggested that this operation may be of value 
in all types of hydrocephalus if the subdural space will 
absorb a sufficient amount of spinal fluid. More 
recently the authors are using a dye excretion test; 
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however, the method for this test is not described. 
—Fack I. Woolf, M.D. 


The Central and Cortical Distribution of the Anteri- 
or Cerebral Artery. An Anatomical Study with 
Neurosurgical Implications (La distribution centrale 
et corticale de l’artere cérébrale antérieure. Etude 
anatomique et incidences neurochirurgicales). G. 
LazorTHES, J. GAUBERT, and J. PoutHes. eurochirur- 
gie, Par., 1956, 2: 237. 

THE AUTHORS reviewed the course and distribution 
of the anterior cerebral artery because of its neuro- 
surgical implications. They divided the artery into 
two parts, one from its origin to the genu of the corpus 
callosum and the other its course between the hemi- 
spheres. The first part is also called the part that is 
distributed centrally, while the second part is that 
distributed to the cortex. 

The first part, or centrally distributed part, of the 
artery consists of a group of fine laterally placed 
arteries and a group of very fine arteries passing into 
the brain in the region of the anterior communicating 
artery. Thus, the anterior cerebral artery supplies the 
anterior nuclei of the hypothalamus in a general 
sense. Arising near the anterior communicating ar- 
tery is a laterally placed long branch, passing in a 
circumflex manner back along the first part on the 
anterior cerebral artery and this is called the long 
central artery. It is said to be present in 80 per cent of 
the cases. Besides a few minor cortical branches this 
vessel finds its way back to the anterior perforated 
substance. It supplies the head of the caudate nucleus, 
the anterior part of the interior capsule, and the re- 
gion of the lentiform nucleus. 

The literature is replete with instances of clipping 
this first part of the anterior cerebral artery and these 
(mostly American) writings are discussed. According 
to the authors’ views a single clip halfway between the 
origins of the anterior cerebral and the anterior com- 
municating arteries need have no consequences; two 
clips in this area and separated from one another may 
interfere with the small branches that supply the 
anterior nuclei of the hypothalamus. This may lead 
to coma and disturbances in electrolyte balance as 
well as in heat regulation. Two clips placed close 
together which are behind and in front of the anterior 
communicating artery may cut off the long central 
artery and interfere with the caudate nucleus and the 
internal capsule, and thereby lead to hemiplegia on 
the right side or hemiplegia and aphasia on the left 
side. The authors believe that the perforating branches 
may also be torn by trauma which will lead to coma 
and temperature disturbances. 

The second or interhemispheric part of the artery 
is subject to some anatomical confusion, especially 
with regard to nomenclature. In the main the branches 
can be divided into a group at the frontal lobe and 
those supplying the frontoparietal regions. Among the 
branches in the anterior polar) group those supply- 
ing the orbital and medial surfaces can be identified. 


a 
= 


126 International Abstracts of Surgery - February 1958 


The rest of the medial surface of the hemisphere back 
to the occipital lobe is supplied by the frontoparietal 
group. These are described in terms of a new improved 
nomenclature by which they are divided into a middle 
and posterior frontal group and a parietal group 
according to the part of the brain which they supply 
with blood. They also describe a median anterior 
cerebral artery arising from the anterior commun- 
icating artery in the midline and passing backward 
over the corpus. — Adrien Ver Brugghen, M.D. 


Arterial Intracranial Anastomoses. An Arteriographic 
and Clinical Study (Anastomoses artérielles intra- 
craniennes. Etude artériographique et elinique). CL. 
Gros, J. Minvietce, and B. Vianovircu. Neuro- 
chirurgie, Par., 1956, 2: 281. 


THE stupy of the cerebral blood vessels has been stim- 
ulated and improved by the use of angiography. Anas- 
tomoses through the circle of Willis are well under- 
stood, but cortical anastomoses have now also been 
demonstrated. The combination of these possibilities 
is brought to bear on the clinical problems of cerebral 
thrombosis and thrombosis of the internal carotid 
artery. The article includes a fairly good bibliography 
from both French- and English-speaking authors. It 
is divided into two parts, one dealing with the anat- 
omy of anastomosis, first in the circle of Willis, and 
then that of the so-called peripheral anastomoses. The 
angiographic and anatomical studies of the anas- 
tomoses are compared. 

With regard to the circle of Willis, an anatomical 
study has shown that ‘“‘anomalous” configuration is 
the rule and accounted for 77 per cent of the 763 cases 
studied, whereas the “normal” configuration was 
found in only 23 per cent. The variations were quite 
extensive. For instance, the caliber of the anterior 
cerebral artery at its origin and of the vertebral arteries 
was variable; the anterior communicating artery was 
often absent, and the 2 anterior cerebral arteries were 
often separated, or they arose from the same carotid 
artery; the caliber of the posterior communicating 
artery varied from subject to subject and even from 
side to side in the same individual. This artery was 
sometimes absent on one side and the posterior cere- 
bral artery arose from the internal carotid, whereas on 
the other side the latter might have two sources of 
supply. 

Some of these facts are observed in angiography 
when both anterior cerebral arteries are filled, in 25 
to 30 per cent of the cases by a single injection. Com- 
pression of the opposite carotid artery during arterio- 
graphy will show both anterior and both middle cere- 
bral arteries—a method which is very useful in antero- 
posterior views. A similar situation exists with throm- 
boses of the internal carotid artery when injection is 
done on the sound side. Whether this is clinically 
wise or not is discussed with a negative conclusion. 
The rarely visualized peculiarities of circulation of the 
posterior communicating artery are mentioned in con- 
nection with impairment of the circulation in the an- 
terior part of the circle. 

The function of the circle as an anastomotic chan- 
nel is discussed with some data concerning pressures 
in the anterior cerebral artery with carotid compres- 
sion both unilateral and bilateral. There was a group 


of cases in which compression of one internal carotid 
artery produced very poor circulation in the ipsilateral 
anterior cerebral artery. The patients did poorly with 
carotid ligation. Mention is made of the “patho- 
logical’’ anastomosis through the persistent carotid- 
basilar artery. 

With regard to the “peripheral,” superficial, or 
cortical anastomoses it has been shown that the cere- 
bral arteries have an intercommunicating network 
within their territories, which is well marked between 
the anterior and middle cerebral branches, less well 
marked between the middle and posterior branches, 
and practically absent between the anterior and pos- 
terior branches. Numerous examples are quoted from 
the literature showing the existence, in angiograms, of 
thrombosed middle cerebral arteries, the territory of 
which had been taken over by the anterior cerebral 
artery. The authors quote and describe 2 examples of 
their own with good angiographic proof. One case 
illustrates the taking over of part of the territory of the 
anterior cerebral artery by the posterior cerebral 
artery. The practical application of these demonstra- 
tions is developed and depends on local morphological 
and general conditions. The anastomosis must func- 
tion quickly, the vessels must be supple and dilatable, 
the blood pressure must be satisfactory, and circula- 
tion must be vigorous. When functioning well, how- 
ever, these communications tend to limit cerebral 
vascular diseases of certain kinds. 

Having shown the above variables in the cerebral 
circulation the authors go on to discuss cerebral vas- 
cular thrombosis, with special reference to the unpre- 
dictability of its extent and symptomatology due 
largely to the factors previously mentioned. They 
finally ask interesting questions. Is there any con- 
nection between these described peripheral anas- 
tomotic networks and arterial angioma? Is the latter 
merely a pathological extension of the former? Many 
angiomas obtain their source vessels from more than 
one cerebral artery. 

— Adrien Ver Brugghen, M.D. 


Surgical Treatment of Intracranial Saccular Aneur- 
ysms (Contributo al trattamento chirurgico degli 
aneurismi arteriosi sacculari intracranici). FRANCESCO 
CastELLano. Rass. internaz. clin. ter., 1957, 37: 336. 


Two PATIENTs with saccular aneurysms, which were 
treated by ligation and resection, are reported. The 
first patient was a 20 year old student who following 
his first episode of subarachnoid hemorrhage was 
found to have an aneurysm projecting anteriorly from 
the left middle cerebral artery. At the time of opera- 
tion, this aneurysm was isolated by dissection through 
the sylvian fissure. Since it projected anteriorly the 
base was ligated and it was possible to resect the lesion 
completely. The procedure was done with hypoten- 
sive anesthesia and the postoperative course was not 
complicated by any neurological deficit. 

The second patient was a 50 year old brick-layer 
who following his first episode of subarachnoid hem- 
orrhage was found to have an aneurysm of the right 
anterior cerebral artery. Under hypotensive anes- 
thesia, the aneurysm was isolated, ligated, and com- 
pletely resected. This patient also had an uncompli- 
cated postoperative course. The author feels that this 
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is the treatment of choice for saccular aneurysms and 
should be done whenever surgically possible. 
—Roland A. Manfredi, M.D. 


Clinical and Surgical Aspects of Cerebral Hemor- 
rhage; Concerning 9 Cases of Spontaneous Intra- 
cerebral Hematomas (Aspect clinique et chirurgical 
de Phémorragie cérébrale; apropos de 9 cas d’héma- 
tomes intracérébraux spontanés). V. A. FasaANo and 
G. Brocat. Neurochirurgie, Par., 1956, 2: 357. 


THE AUTHORS report their experience (clinical, radio- 
logical, and surgical) with 9 cases of spontaneous 
intracerebral hematoma in young or middle-aged 
men. In 2 of these the hematoma arose from a vascu- 
lar malformation, and in 1 it was the result of ob- 
literative arteritis with red softening; in 6 there was 
no clear indication as to the origin of the hemorrhage. 
It is to the last group that the authors chiefly direct 
their attention since they feel that the hemorrhages 
associated with vascular malformations present no 
unique problems. They have studied extensively the 
anatomical relations of the spontaneous hemorrhages. 
They think that the patterns of hemorrhagic spread 
are perhaps due to hemorrhages first occurring in the 
central arteries and then diffusing along the various 
fiber paths. They find there is no essential difference 
between the classical cerebral hemorrhage and the so- 
called spontaneous hemorrhage. In both, a weakening 
of the vessel wall is the predisposing condition and the 
direction of spread of hemorrhage would seem to de- 
pend upon local anatomical factors, i.e., fiber tracts. 
If the rupture of the striatal or thalamic arteries 
occurs in the extracapsular segments the clinical pic- 
ture is of a space-occupying cerebral lesion. In these 
patients, the best results from surgical treatment 
should be obtained. If the hemorrhage occurs in the 
capsular segment the clinical manifestations are one of 
destruction. The possibilities of. surgical treatment 
would in any case, depend upon the general status of 
the patient and the extent and reversability of the 
lesion. The indications for surgical treatment are to be 
found in the relationship of the importance and 
growth of the hemorrhage to the hemorrhagic in- 
farction which adds itself to a deep-seated collection 
of blood and leads to a syndrome of progressive rise in 
intracranial pressure. The authors feel that extensive 
radiological study is necessary to determine the type 
and location of the lesion and that angiography by 
itself is not sufficient. Excellent illustrations are in- 
cluded. —WNicholas Wetzel, M.D. 


Hemangiomas and Osteohemangi of the Skull 
(Die Haemangiome und Osteohaemangiome der 
Schaedelknochen). O. Kiernsasser and H. ALBRECHT. 
Langenbecks Arch. u. Deut. Zschr. Chir., 1957, 285: 115. 


THE HISTORIES and operative findings of 7 cases of 
hemangioma of the skull are described in this article. 
From the histories it appears that no characteristic 
clinical features can be ascribed to these lesions. Usu- 
ally the first symptom is a lump on the head, usually 
bone hard and rarely less firm. Tenderness is seldom 
present, not even on pressing over the involved area. 
¢ soft tissues remain freely movable over the tumor. 
The size of the lesion rarely extends beyond that of 
a chestnut or pigeon egg. 


SURGERY OF THE NERVOUS SYSTEM 127 


The condition is most frequently discovered in the 
third and fourth decades of life; women are about 
twice as frequently affected as men. The roof of the 
skull appears to be involved in approximately four- 
fifths of all cases, mainly the frontal and parietal bones. 
Much less frequently are the basilar bones involved. 

The author points out that the majority of the so- 
called “angiomas of the os petrosum”’ described in 
the literature are glomus tumors or hemangioendothe- 
liomas with destructive growth propensities. X-ray 
findings are not pathognomonic, since other condi- 
tions, such as metastasis, eosinophile granuloma, and 
osteoporosis circumscripta may show quite similar 
pictures. The usual finding is a circumscribed radio- 
lucent area with a margin, showing the characteristic 
sunray or sunburst appearance, a slightly denser 
center, and a fine reticular network pattern throughout 
the entire lesion. However, smaller lesions may lack 
these characteristics completely. During surgery the 
lesion is recognized by its dark purplish-blue color. 

The majority of cases are simply cavernous heman- 
giomas in bone. Less frequently the histological pic- 
ture is that of cavernous osteohemangioma, a tumor 
in which, beside blood-filled spaces, new bone lamellae 
develop. In some cavernous osteohemangiomas there 
were numerous capillaries observed in areas which 
were separated from the rest of the tumor by a zone 
of tumor tissue containing relatively few cells. 

—H. Gans, M.D. 


The Natural History of Intracranial Neoplasms, with 
Special Reference to the Gliomas. Harry M. Zim- 
MERMAN. Am. 7. Surg., 1957, 93: 913. 


THE AUTHOR presents the incidence of various types of 
primary intracranial neoplasms and points out the 
positive as well as negative correlation between the 
pathologic appearance of primary tumors and their 
response to radiation therapy. The glioma group, con- 
stituting 43 per cent of primary intracranial neo- 
plasms, receives the most attention. With the possible 
exception of the microglia, all glial elements and 
neurocytes are derived from embryonal neuroecto- 
derm. A single adult glial cell may be stimulated to 
proliferative activity and account for a tumor, but 
since it is a common observation that there may be 
tumor cells of varying degrees of maturity and even 
of different types, the theory of dedifferentiation has 
been widely accepted. 

The author presents three case records indicating 
the frequency in occurrence of glial cells of different 
types in a single glioma. In the first case a typical 
ependymoma, after a period of 2 years, was demon- 
strated to be a mixed glioma, part ependymoma and 
part glioblastoma multiforme. In the second case a 
cystic astrocytoma of 16 months was subsequently 
found to be a glioblastoma multiforme with large 
parts of the tumor still consisting of astrocytoma cells. 
In the third case a cystic astrocytoma at subsequent 
examination was discovered to be in large part com- 
posed entirely of oligodendroglia. Such tumors are 
presumably mixed tumors at the start and apparently 
become transformed from one type to another spon- 
taneously or following operative intervention or radio- 
therapy. Almost every glioma contains variable num- 
bers of other glial elements in addition to the distinctive 
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cells from which its name is derived, and classification 
is thus based upon the identification of the malignant 
cell present and/or the predominance of one kind of 
cell. 
The author presents objections to the various types 
of classifications heretofore utilized. There is a large 
number of individual tumors in the classification of 
Bailey and Cushing and there are certain gliomas 
which are derivatives of more than one basic glial type 
of tumor which defies classification. The system of 
Kernohan ¢¢ al. still includes 12 gliogenous neoplasms 
to be diagnosed. It is therefore in reality no simpler 
than that of Bailey and Cushing, and by virtue of its 
numerical classification implies a prophetic capacity 
on the part of the pathologist and assumes that each 
glioma takes origin from a single cell. 

The author reviews his experimental work on 
gliomas over a 15 year period in which gliogenous 
neoplasms were produced in mice by chemical car- 
cinogens. Very few of the experimental neoplasms were 
composed of a single cell type. Most of them were 
composed of several different cell types even though 
the preponderance of neoplastic cells of one variety 
justified the name chosen for the tumor as a whole; 
in other words, most of them were mixed tumors. It 
was possible to produce a mixed tumor in the brain 
of a mouse and transplant it subcutaneously into ani- 
mals of the same strain. A glioblastomatous portion of 
the primary tumor continued to reproduce a glioblas- 
toma. A parallel series of transplants from the oligo- 
dendrogliomatous portion of the same parent tumor 
continued to reproduce oligodendrogliomas. Further 
studies indicated that on serial tranplantation of a 
primary, mixed, experimentally produced glioma a 
typical glioblastoma could be reproduced. Other 
fragments of the same primary tumor, however, pro- 
duced large, slowly growing cystic tumors much like 
certain cystic astrocytomas in man. Parallel trans- 
plants of the two distinctly different tumors derived 
from a single primary neoplasm maintained distinct 
morphologic identity for more than 30 generations. 

In the examination of animal brains about the time 
at which they are destined to develop a tumor nu- 
merous cells almost simultaneously appeared to take 
part in the alterations which led to tumor formation. 
For example, the yellow pigment of the carcinogen 
was found in several altered cells which gave rise to the 
tumor, and since the glioma is derived from several 
different progenitors, all having sprung into prolifera- 
tive activity almost simultaneously, it is not a pure 
tumor but rather a mixture of several different cell 


The author concludes, therefore, that in this view of 
histiogenesis of experimental gliomas the concept of 
dedifferentiation has a definitely limited role. It need 
not be invoked to explain the presence of totally dif- 
ferent gliocytes, although it may account for the pres- 
ence of astroblasts or even spongioblasts in a tumor 
derived from adult astrocytes. 

In a discussion of the problem of extracranial 
metastases the author indicates that on the basis of 
experimental observations the clinical view is sup- 
ported that gliomas will grow extracranially if pro- 
vided with transportation. 

The author concludes that all experimental gliomas 


are really variants of one tumor type and that the 
principle of multipotentiality is equally applicable to 
the human gliomas and that they, too, are often com- 
posed of many different cell types. He believes that 
there is an advantage and justification for classifying 
the gliomas, and that certain gliomas occur frequently 
at definite cites of predilection in the brain. 
—W. Eugene Stern, M.D. 


Isotope Localization in Brain Tumors, 
Peyton. Am. 7. Surg., 1957, 93: 952. 


THE AUTHOR reviews the work of isotope encephalo- 
metry as done at the University of Minnesota since 
September, 1947. The initial attempts with radioac. 
tive di-iodofluorescein and the Geiger-Muller tube 
are discussed and the disadvantages of the rather 
rapid excretion of di-iodofluorescein and the relative 
insensitivity of the Geiger-Muller tube are mentioned, 

More recently, the author and his group used radio. 
active iodinated serum albumin and a scintillation 
counter, which is perhaps thirty times more sensitive 
than the Geiger-Muller tube. The radioactive iodin- 
ated serum albumin has the advantage of remaining 
in the body for as long as 48 hours, thus affording the 
opportunity for repeated counts. With these tech- 
niques an accuracy of 71 per cent was attained on the 
basis of isotope studies alone, and with a side-to-side 
differential of 10 per cent in counting rates as a criteria 
of abnormality. 

Because of the relative inaccuracy and insensitivity 
in so far as midline and cystic lesions were concerned, 
a graphic method of analysis which was based ona 
comparison of the counts of the patient with a calcu- 
lated average for the various positions was developed. 
In a comparable series, with the older method of as- 
symetry a correct localization of tumors was obtained 
in 68 per cent, whereas by using the newer graphic 
method a correct localization of 84 per cent was ob- 
tained. A false locus in one of 69 patients was ob- 
tained in both series. 

The author concludes that isotope encephalometry 
is of value in that a positive result is very likely to be 
associated with space-occupying intracranial disease. 
A negative result is far less reliable. He states that 
they have rarely depended upon isotope localization 
alone for the localization of a bone flap. 

—WNicholas Wetzel, M.D. 


Cerebral Metastasis (Le metastasi cerebrali). ANTONIO 
F. Govonr and Bernarp S. Epstein. Radiol. med., 
Milano, 1957, 43: 321. 


THE AUTHOR has made an extensive review of the 
literature on cerebral metastasis dating back to 1896. 
A total of 7,878 cases of metastatic disease of the brain 
has been assembled and tabulated. In this series the 
most frequent sites of the primary lesion were: pul 
monary—2,401; stomach—1,142; breast—763; intes- 
tine—520; and uterus—427. There is a table of the 
distribution in the remaining 42 organs of the body. 

There is a discussion of the anatomical pathology, 
clinical symptomatology, and prognosis, but the main 
feature of this article is the discussion of the diagnostic 
procedure which gives the most satisfactory results in 
arriving at an early diagnosis. The author reviews the 
value of pneumoencephalography and _ ventriculog- 
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raphy. Radioactive isotope studies were not adequate 
for a definite diagnosis of intracranial metastases. 

By means of cerebral arteriography, however, small 
discrete lesions can be accurately outlined. These 
lesions can be identified by displacement of the cere- 
bral vessels, increased vascularities, or by an area of 
avascularity. The authors have used this technique in 
a series of 24 cases of cerebral metastasis. They were 
able to outline one or more areas of metastatic tumors 
which were confirmed either at surgery or on post- 
mortem examination. The late arterial phase which 
shows the arteriolar and capillary blood supply was 
the most informative view. On the basis of their ex- 
perience, the authors strongly recommend cerebral 
arteriography for diagnosis in patients who are sus- 
pected of having metastatic intracranial disease. 

—Roland A. Manfredi, M.D. 


Experiences of the Stereotactic Operation on the 
ituitary Gland with Radioactive Isotopes (Erfahr- 
ungen der stereotaktischen Hypophysenoperation mit 
Radio-Isotopen). T. Rrmcuert and F. Munpincer. 
Chirurg, 1957, 28: 145. 


Tue AuTHoRS, of the Neurosurgical Department of 
the University of Freiburg, Germany, report on their 
experiences in producing destruction of tumors of the 
pituitary gland by local application of radioactive 
isotopes. 

The stereotactic method makes possible the destruc- 
tion of circumscribed deep intracranial structures 
with utmost precision without damaging the overlying 
cerebral tissue. The route of approach is either trans- 
frontal or transethmoidal through a small trephine 
hole. The authors report on a series of 79 operations in 
62 patients. 

The technique is described in detail. The burr hole 
is made under light general anesthesia but the needle 
is inserted only after the patient is fully awake so that 
he can inform the surgeon of any disturbances of 
vision at every step of the procedure. In the trans- 
frontal method the needle is guided between the an- 
terior clinoid processes to a point 2 to 3 mm. above 
the clinoid processes and the level of the chiasma. 
Then the location of the needle is confirmed by a 
roentgenogram in the lateral, anteroposterior, and 
oblique directions. Only after the correct position of 
the probe has been confirmed by x-ray is the needle 
further advanced in a straight line to the pituitary. 
The tissue, be it a tumor or the gland itself, is de- 
stroyed by the high frequency current or, preferably, 
by the radioactive isotopes. This has the advantage 
that thermic irritation of the surrounding brain tissue 
by the high frequency current is avoided. The needle 
isarmed with an electrode for coagulation and with a 
mandrin to aspirate and destroy cysts. The radio- 
active isotopes are applied through the needle in the 
form of a suspension or a colloidal emulsion, or in tiny 
plexiglass capsules. 

_ Two postulates have to be met in the application of 
sotopes: the substance must not move from the place 
of application, and the distance of active radiation 
must be short so that damage to the midbrain and the 
optic nerve is avoided. The authors used two isotopes: 
(1) phosphorus (P*) mixed with molybdenum, in 
the form of capsules which were inserted with the cap- 
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sule dispenser; the maximal extent of radiation in the 
tissue is 5 to 6 mm.; (2) gold (Au"™8), which is mixed 
with graphite to prevent excretion via the blood cir- 
culation. The maximal extent of radiation is 3.7 mm. 
For hypophysectomy 20 to 40 millicuries of radio- 
active gold graphite or 4 to 6 millicuries of radio- 
active phosphorus are applied. 

In tumors of the pituitary which have spread be- 
yond the sella, open surgery is preferable to stereo- 
tactic irradiation. To determine the suprasellar ex- 
tent of the tumor the findings at the optic nerve and 
the disturbances of vision are decisive. Only in those 
cases of suprasellar tumors in which open surgery is 
contraindicated because of age or general condition is 
primary stereotactic irradiation indicated and it has 
resulted in surprising improvement of vision in several 
of the authors’ cases. 

Primary stereotactic treatment is indicated in all 
tumors limited to the sella which have caused en- 
docrine disturbances without having damaged the 
optic nerve. The best results were obtained in eosin- 
ophil adenomas and Cushing’s disease. 

Postoperative stereotactic irradiation is indicated 
when it is not possible to extirpate the tumor in its 
entirety, or when there is suspicion of a recurrence. 
The results in the authors’ series were very good. 

A further indication for destruction of the pituitary 
by radioactive isotopes is inoperable carcinoma of the 
gonads. The authors treated 5 such cases; in 2 of them 
a marked palliative success was noted. 

— Werner M. Solmitz, M.D. 


Anesthesia in Craniocerebral Surgery (Considerazioni 
sull’anestesia nella chirurgia cranio-cerebrale). 
NATO CuocoLo and Franco Portorano. Rass. inter- 
naz. clin. ter., 1957, 37: 381. 


THE AUTHORS review the value of hypotensive anes- 
thesia in neurosurgical operations. In a series of 81 
consecutive cases, 35 operations were done with the 
addition of controlled hypotension. 

In neurosurgical procedures, the problems of cere- 
bral edema, blood loss, laryngospasm, coughing and 
vomiting, and venous hypertension should be ameli- 
orated rather than aggravated by a general anesthesia. 
The authors found that this could be accomplished by 
the use of controlled hypotension with arfonad and 
cocainization of the pharynx and trachea. With ar- 
fonad, the blood loss is not only reduced, but the cir- 
culating blood volume, cardiac output, peripheral 
circulation, and oxygen transport remain normal. 
This method is also accompanied by a low grade of 
hypothermia which is desirable. The use of cocaine in 
the pharynx and trachea has been found advantage- 
ous in reducing laryngospasm, coughing, vomiting 
and gagging during the operation and in the immedi- 
ate postoperative period. These reflex straining reac- 
tions are accompanied by a marked elevation of the 
venous pressure which is seen maximally in the intra- 
cranial circulation. 

From the aforementioned experience, the authors 
have devised the following technique for satisfactory 
anesthesia. The patient is prepared with large doses of 
barbiturates 2 hours before surgery and given mephe- 
drine 1 hour preoperatively. At the time of surgery, 
the pharynx, larynx, and trachea are sprayed with co- 
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caine. General anesthesia is induced with pentothal 
and d-tubocurarine, and maintained with the addi- 
tion of a mixture of 30 to 70 per cent oxygen and ni- 
trous oxide. The head of the operating table is then 
elevated 20 to 30 degrees and after a basal blood pres- 
sure is obtained, arfonad is given to reduce the blood 
pressure to 90 mm. Hg. systolic. At the time of closure, 
the blood pressure is allowed to resume the normal 
preoperative level, and then the closure is completed. 
The authors recommend this procedure for all types 
of intracranial surgery. —Roland A. Manfredi, M.D. 


The Postoperative Course in Pediatric Neurosurger 

(Les soins post-opératoires en neuro-chirurgie infantile}. 
M. R. Ktuein, L. DELEcuE, and J. LEPINTRE. Sem. 
hép. Paris, 1957, 33: 1909. 


THE AUTHORS studied the postoperative course of a 
series of some 600 children less than 12 years old of 
which more than half had been subjected to operation 
less than 2 years previously. They discuss the various 
problems of pediatric neurosurgery, particular those 
of metabolism and fluid balance. They list what they 
believe are the minimal daily metabolic requirements 
for the patients. They stated that insensible fluid loss 
is greater in the child than in the adult and is less well 
tolerated. Hypertonic fluids are contraindicated as 
are many other drugs used in surgery of the adult. 
Proper positioning and gentle handling are of utmost 
importance. The authors do not hesitate to perform a 
tracheotomy and believe it facilitates care. They have 
noted that with attention to these details their mor- 
tality rate has decreased considerably to 12 per cent. 
—Nicholas Wetzel, M.D. 


SPINAL CORD AND ITS COVERINGS 


The Value of the Disc Operation in Prolonged Dis~ 
abling Sciatica; a Clinical Study. Erkki V. S. Ko- 
SKINEN. Ann. chir. gyn. fenn., 1957, 46: Suppl. 3. 

THE AUTHOR points out that although many articles 

have been written about the herniated intervertebral 

disc, very few have paid sufficient attention to pa- 
tients who have had an old chronic disc and continu- 
ous disability over a long period of time. Hence, he 
selected 104 patients with sciatica who have had per- 

sistent and unremitting pain from 1 to 5 years. He did 

not include patients who had had intermittent pain 

for this period of time as most of the cases he reports 
also presented intermittent episodes before the onset 
of constant pain. The types of disc prolapse are classed 
as follows: (1) typical disc prolapse (which the ab- 
stracter presumes to be a bulging disc with an intact 
posterior longitudional ligament), (2) ruptured pro- 
lapse in which the nuclear sequestrum has extruded 
into the spinal canal, and (3) nuclear prolapse ad- 
herent to the nerve elements, which may be calcified. 

Ninety-five per cent of the cases presented the her- 
niated disc at the fourth or fifth lumbar interspace and 
only 3.9 per cent above this level. Only 4.8 per cent 
presented involvement of more than one interspace. 

It was found that the type of herniated disc could be 

correlated somewhat with the symptomatology. A 

completely extruded disc with adhesions to the nerve 

root usually produced a severe persistent back pain 
with the sciatica. After surgery this group of patients 


had a greater percentage of back pain than those with 
the simple prolapsed disc. 

Although the percentage of good results was not as 
high as that of the patients who had acute discs, it 
was still approximately twice as high as that of the 
patients not subjected to surgery. Forty-one per cent 
of the patients were considered to be completely cured 
and free from all symptoms. Forty-five per cent were 
benefited sufficiently to permit some form of work, 
and only 14 per cent are suffering sufficiently to feel 
that they are unable to work. 

In regard to more specific symptomatology, 60 per 
cent had complete relief from sciatic pain and 26 per 
cent received definite benefit. Back pain was com. 
pletely relieved in 46 per cent of the patients. Fifty. 
four per cent of the patients were considered to bh 
able to return to any type of work, whereas 41 per 
cent were able to work in a moderately restricted 
capacity, and only 5 per cent were completely inf 
capacitated. Previous muscular paresis which had 
been present was greatly overcome in a majority of 
the patients, although it was often a matter of several 
years before complete recovery ensued. 

—Fack I. Woolf, M.D. 


Cordotomy for the Relief of Pain Persisting After 
Operations on the Intervertebral Discs. LEonarp 
A. Titrup. 7. Internat. Coll. Surgeons, 1957, 28: 30. 


THE AUTHOR discusses the role of spinothalmic tract 
otomy in the treatment of intractable pain which may 
continue after the surgical treatment of intervertebral 
disc protrusions. If pain continues after several months 
of conservative measures following the first operation 
re-exploration is justified, as is spinal fusion under 
proper circumstances. 

The author is discouraged with the procedure o 
operation to loosen scarred nerve roots or to divide 
injured nerve roots. He, therefore, has elected to per 
form cordotomy for the persistence of the radicular 
pain. Every means of conservative management should 
be exhausted before cordotomy is done. The psychi- 
atric aspects of the pain problem are recognized. The 
author presents the case histories of 4 patients, each 
having a prolonged and disabling syndrome of pain 
in the lower extremity following surgical treatment oi 
disc disease. Variable degrees of successful relief of the 
pain syndrome were obtained by the use of unilateral 
or bilateral spinothalmic tractotomy at varying level. 

—W. Eugene Stern, M.D. 


PERIPHERAL NERVES 


Compression Neuropathy of the Median Nerve in the 
Carpal Tunnel. Gzorce S. PHALEN and James |. 
Kenprick. 7. Am. M. Ass., 1957, 164: 524. 

Tuts ARTICLE is based on the findings in 71 patient 

with spontaneous compression neuropathy of the 

median nerve in the carpal tunnel. Seventy-six per 
cent of these patients were women and 24 per cett 
were men. More than 60 per cent of the patient 
were in the fifth and sixth decades. Although } 
had symptoms in both hands, they were usually 
worse in the dominant hand. 

The symptomatology was that of involvement d 
the median nerve in the hand which consisted prt 
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marily of hypesthesia or paresthesia and the sub- 
jective sensation of numbness in the lateral half of 
the palm, the volar aspect of the middle finger, the 
index finger, and the thumb. There was usually 

is or paralysis of the thenar muscles, and in 
about half of the cases there was true atrophy of the 
thenar eminence. The most important diagnostic 
findings were the aforementioned sensory findings 
(which must be limited to the hand), the presence 
of Tinel’s sign over the median nerve of the wrist, 
which was present in 89 per cent of the cases, and 
the wrist flexion test, which was positive in 73 per 
cent of the cases. Although it is recognized that nor- 
mal marked flexion of the wrist may produce numb- 
ness, its presence in these cases is usually much more 
prompt and striking. 

Treatment consisted of sectioning the transverse 
carpal ligament through a transverse incision in the 
distal flexion crease of the wrist. Occasionally, it 
was necessary to extend this into an S-shaped incision 
to explore the nerve in the forearm or hand. The 
operation was performed in 49 wrists (37 patients). 
There was return of normal sensation in 32 hands 
and definite improvement in the other 17. One pa- 
tient was operated upon twice as the ligament had 
not been completely severed at the first operation. 
There was no evidence of any deficit as a result of 
sectioning of the ligament. 

The authors believe that in most of the cases the 
condition is caused by “‘some type of localized rheu- 
matic disease—most often a chronic nonspecific 
proliferative tenosynovitis in the flexor tendons.” 
Seventy per cent of the operations revealed a definite 
thickening of the flexor synovialis. 

In 20 of the most recent cases, however, the authors 
injected hydrocortisone into the carpal tunnel, usually 
1 c.c. at weekly intervals and usually anywhere from 
one to four injections were required. This was done 
with a 25 gauge needle, and usually without dis- 
comfort. Sixteen of the patients showed definite 
improvement in their condition. 

—Jack I. Woolf, M.D. 


The Spread of Soft Tissue Sarcomas of the Extremities 
Along the Peripheral Nerve Trunks. Jonn R. 
Barser, Mark B. Coventry, and JoHn R. McDon- 
ALD. 7. Bone Surg., 1957, 39-A: 534. 


A stupy of the relationship between soft tissue sar- 
comas and peripheral nerves in 98 amputated ex- 
tremities disclosed that this relationship was grossly 
pathologic in 38, as follows: nerve adherent to the 
tumor (13), nerve displaced by tumor (4), nerve 
passed through tumor (11), and nerve invaded by 
tumor (10). Microscopically, the tumor infiltrated the 
epineurium in 7 extremities, and it infiltrated the 
epineurium and spread along the nerve in the epi- 
neural connective tissue for varying distances in 4 ex- 
tremities. Thus, the tumor invaded the peripheral 
nerves in 11 of the 98 extremities. Metastasis to the 
regional lymph nodes occurred in 12 of the extremities 
(as evidenced by the case records alone). 

Fifty of the 98 patients complained of neurologic 
symptoms, such as pain or numbness, but in only 24 
could the complaints be explained on the basis of 
gross and microscopic findings. 
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The results of this study suggest the following con- 
clusions: 

Invasion of the peripheral nerves by soft tissue sar- 
comas of the extremities is fairly common. Invasion of 
the peripheral nerves by soft tissue sarcomas seems to 
be confined mainly to the epineural connective tissue; 
the nerve bundles and the perineurium seem to resist 
invasion. Soft tissue sarcomas that invade the epi- 
neural connective tissue of the peripheral nerves may 
spread along this plane as a means of extension. A 
pathologic relationship between a soft tissue sarcoma 
and a peripheral nerve may or may not be associated 
with symptoms and signs. 


SYMPATHETIC NERVES 


Are Sympathectomies Still Justified in Cases of Pe- 
ripheral Arterial Deficiencies? (Haben Sympathi- 
kusoperationen bei Durchblutungsstoerungen noch ihre 


Berechtigung?). WERNER Biock. Deut. med. Wschr., 


1957, 82: 869. 


THE AUTHOR believes that although sympathec- 
tomy fails to relieve hypertension, it still is a valuable 
procedure in peripheral vascular deficiencies. He 
bases his conclusions on years of experience with this 
procedure and illustrates them with the results 
achieved in 158 cases in which 67 sympathectomies 
were performed from 1954 to 1955. ; 

The main effect of sympathectomy is found in the 
arterioles; some sympathetic fibers reach the capil- 
laries, and it is supposed that because the walls of the 
larger vessels have an extensive interlacing capillary 
and arteriolar network, the larger vessels, too, experi- 
ence the effect of increased blood supply. This would 
explain the amelioration or even the arrest of a pro- 
gressive occlusive vascular disease after sympathec- 
tomy. 

The occurrence of paradoxical reactions—di- 
minishing of the blood supply in the affected extrem- 
ity—and the persistence of intermittent claudication 
—does not indicate that sympathectomy has failed; 
claudication persists if the collaterals do not provide 
the required blood supply, but if the patient slows his 
activities, the limb may be saved. Paradoxical reac- 
tions or “crises of the vascular system” may be kept 
under control clinically with the use of drugs, e.g. 
regitine, hydergin, illidar, but it is important to recog- 
nize the reaction early enough to prevent irreversible 
damage. 

The reasons for the occurrence of the paradoxical 
reactions are not well understood. The ability to con- 
trol this phase by a drug regimen, however, suggests 
that the mechanism involved might be the same as 
that which acts when procain is injected into the 
upper lumbar chain (Smithwick and Leriche), which 
also produces an additional increase in blood flow. It 
is possible that additional sympathetic pathways, not 
affected by sympathectomy, are blocked by the drugs. 

The extensiveness of the procedure is a predisposing 
factor for the success or the failure of the sympathec- 
tomy. As to the technique used, the author subscribes 
to the procedure followed by Leriche and Smithwick of 
high resection in the lumbar region. 

The author rejects as unsatisfactory the ganglionic 
blocking procedure, and justifies the simple sectioning 
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of the sympathetic rami only in cases of Raynaud’s 
disease affecting the upper extremities. The usual 
procedure for sympathectomy consists of complete 
resection of the sympathetic chain: for the thoracic 
division up to T2, a retropleural approach using a 
small incision parallel to the clavicle (Gask and Ross); 
and for the lumbar sympathectomy, the procedure 
suggested by Leriche and Fontaine. 

The general condition of the patient is more im- 
portant than his age in considering possible sym- 
pathectomy, although if the patient is over 65 the 
operation may not be of much help. Usually the rate 
of progression of the disease is the deciding factor. 

The clinical indications follow the classification of 
the disease by Leriche and Fontaine. 

Statistics in the medical literature indicate that 
sympathectomy is successful in 40 to 88 per cent 
(Stefanics, et al., Leriche, Passler, Fontaine, Wanke) 
of the cases of peripheral arterial disease. The author’s 
successful results in 92.3 per cent of cases after a fol- 
low-up of 2 or more years indicate a somewhat higher 
percentage of success. 

If the only result of sympathectomy should be the 
preservation of the patient’s extremity—even if it is 
only for a few years—the procedure would be justi- 
fied, since no other therapy available at this time will 
give better results. —T. M. Vitols, M.D. 


MISCELLANEOUS 


Erosion, Ulceration, and Hemorrhages in the Gastro- 
intestinal Tract in Association with Neurosurgical 
Diseases (Erosion, ulcération et hémorragies dans le 
tractus gastro-intestinal chez des malades neuro- 
chirurgicaux). H. Versrest. Sem. hop. Paris, 1957, 
33: 1918. 


ELEVEN NEUROSURGICAL CASES with acute gastrointes- 
tinal complications are reported. In 10 patients the 
lesion was localized in one of the following sites: supe- 
rior part of the spinal cord, hypothalamus, peduncles, 
and frontal lobe. In the eleventh case (a 6 month old 
infant) a subdural, subtentorial hygroma was found 
and drained. 

The author stresses the point that two factors were 
responsible for the development of gastrointestinal 
ulceration and/or hemorrhage. One factor was that 
each patient either had an accident involving the cen- 
tral nervous system or had undergone a neurosurgical 
operation. The other factor was either lack of proper 
care, hyperthermia, or poor nutrition. 

Seven of the 11 patients underwent a period of 
anoxia such as pneumonia, shock, pulmonary em- 
bolism, and bronchopulmonary hypersecretion with 
spasm of the glottis. Three other patients had been 
receiving ACTH at the time the gastrointestinal 
complication occurred. Two patients had hyper- 
thermia. In one case the gastric hemorrhage appeared 
a few days before the intracranial operation, while 
the patient was being treated for severe dehydration. 
One patient developed vomiting after receiving x-ray 
treatment 17 days before surgery. Two and 4 days 
postoperatively he developed hematemesis and ben- 
zidine positive stools. 

In conclusion, the author states that the neurosur- 
gical lesion is not enough to produce the gastroin- 


testinal complication, but that another additional 


stress is necessary. 
—WNicholas 7. Demetrakopoulos, M.D. 


Nerve Tumors of the Extremities (Les tumeurs des 
membres). JEAN Pépin. 7. chir., Par., 1957, 


AFTER recalling the anatomohistological structure of a 
peripheral nerve and the relation of the solitary pe- 
ripheral nerve tumor to Recklinghausen’s disease, the 
author discusses the peripheral nerve tumors (ap- 
parently solitary and originating from the main 
nerve trunk) and divides them into benign and malig- 
nant tumors. Benign peripheral nerve tumors are 
silent and become evident clinically only when they 
reach a certain size. Among 30 cases presented by 
the author, 20 of the tumors were localized in the up- 
per extremity and 10 in the lower extremity; those of 
the lower extremity were all localized in the area of 
the sciatic nerve and its branches and most of them 
were on the right side of the body. These tumors do 
not seem to be related to sex and appear in individuals 
between 31 and 50 years of age. Although trauma 
cannot be considered as an etiological factor, it may, 
nevertheless, increase the size of a pre-existent tumor, 
These solitary nerve tumors might have a hereditary 
tendency without being associated with Recklinghau- 
sen’s disease, although Verocay reported authentic 
schwannomas of the deep nerve trunk associated with 
Recklinghausen’s disease. On the other hand, in a 
certain number of schwannomas which at first seemed 
to be solitary traces of Recklinghausen’s disease were 
found. The exact relationship is very difficult to es- 
tablish because Recklinghausen’s disease is not always 
searched for and, if it is, one can easily overlook it. 

Clinically, pain occurs late after the tumor is diag- 
nosed and is characterized by tingling and paresthesia 
after fatigue, trauma, or change in environmental 
temperature, the involved area being innervated by 
the nerve found where the tumor originates. Tumors 
of the median nerve gave a burning sensation which 
recurred after excision of the tumor; it did not stop 
after a periaxillary sympathectomy, but after three 
stellate ganglion blocks (Magnant) it stopped com- 
pletely. 

Motor disturbances are minimal, but they are 
accentuated if the nerve found where the tumor 
originates is situated on an osseous prominence (com- 
mon peroneal nerve below the head of the fibula). 
Motor disturbances in the upper extremity are charac- 
terized by uneasiness in writing, and in the lower 
extremity by an abnormal unilateral or bilateral 
weakness. The tumor is usually the size of a walnut, 
well circumscribed, hard or with the appearance of 
cystic degeneration; in one case, the tumor could be 
transilluminated. The skin above the tumor did not 
show any inflammatory process or collateral circula- 
tion. The tumor was mobile transversely and pressure 
elicited a sensation of electrical discharge in the area 
involved by the nerve. There was no corresponding 
lymphadenopathy and the roentgenogram showed a 
slightly fixed shadow in the area of the tumor. 

The neurological examination should exclude evi- 
dence of Recklinghausen’s disease, and a chest roent- 
genogram should be taken to exclude any intrathoracic 
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neurinoma. Malignant transformation of these tumors 
is doubtful according to some authors and possible 
according to others. 

The tumor may be lateral or central to the main 
nerve trunk. In the lateral form there is no disturbance 
of the main nerve component and the nerve trunk is 
somewhat flattened on the tumor. When the tumor 
is centrally located, the nerve components are dis- 
sociated and spread on the tumor which is fusiform 
in type. Whether lateral or centrally situated, the 
tumor is encapsulated and enveloped by the epineurium 
and perineurium which must be incised if the tumor 
is to be enucleated without laceration of the nerve 
fibers. Usually the nerve is edematous and its con- 
ductibility is unchanged, except in tumors of the 
common peroneal nerve. The tumor measures about 
2 to 3 cm. in diameter, is pinkish, grayish, or yellow- 
ish in color, with a smooth or lobulated surface; it is 
firm, soft, or fluctuant, depending on the nerve tissue 
from where the tumor originates. Section of the tumor 
shows it to be pale grayish, sometimes yellowish, or 
with mottled red spots when they are formed by tissue 
of Grade A. In case of Grade B tissue, the section 
shows a gelatinous or hemorrhagic fluid due to cystic 
degeneration not related to malignancy. 

From the microscopic anatomopathologic point of 
view, these tumors are divided into two grades: 

1. Grade A (of Antoni) is constituted of condensed 
and dense elongated cells (polarized), among which 
there is a thin plexus of collagen fibers. They are 
grouped in bundles which together with the nodules 
of Verocay are a common and constant characteristic 
of all schwannogangliomas. 

2. Grade B (of Antoni). In this tissue the collagen 
fibrillary bundles have been transformed into a semi- 
liquid gelatinous form. The nodule of Verocay under- 
goes this process quite late. In addition to Grades A 
and B, tumors of the peripheral nerves might present 
a lipomatous or fibrotic evolution. 

It is these facts, together with the myxomatous 
degeneration of Grade B tissue, which show the 
Schwannian and connective tissue etiology. Concern- 
ing the histogenesis of the tumors, Masson has demon- 
strated that the solitary neurinoma might originate 
from the neurofibromatous bundle (which from the 
histological point of view might be related to Reckling- 
hausen’s disease). 

Malignant tumors of the peripheral nerves are 
rare; however, this statement depends on the patho- 
genic concept of various authors concerning malignant 
conditions. Among 100 cases of neurogenic sarcoma 
collected from the Memorial Hospital of New York, 
the majority of the subcutaneous and intramuscular 
tumors (commonly considered as fibrosarcomas or 
spindle-celled sarcomas), have a nervous etiology. 

These tumors are rare in children; however, solitary 
tumors have a greater predilection for the young 
than the malignant tumor during the evolution of 
Recklinghausen’s disease. The malignant neurilem- 
momas appear in the young female, but generally 
the distribution of these tumors is equal between 
both sexes. Of 800 solitary schwannomas, 10 per cent 
underwent malignant transformation, often with pul- 
monary metastasis. They are both mesenchymatous 
and neuroectodermic, and the neoplastic pathological 
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process affects mostly the connective tissue (Keyberg). 

If one concedes a relationship between solitary 
neurinomas and Recklinghausen’s disease it appears 
that malignant degeneration of the neurinomas might 
be frequent because Recklinghausen’s disease has a 
10 to 15 per cent incidence of neoplastic transformation. 

Clinically there is an acute tolerable pain of long- 
standing associated with the benign tumor, which 
suddenly increases in size with marked tenderness. 
This is not a pathognomonic sign, as there may be a 
recurrence of a previously enucleated tumor of the 
same nerve. The tumor is slightly movable trans- 
versely or longitudinally, the skin being red, out- 
stretched, and nonedematous, and pressure elicits the 
sensation of an electrical discharge. Motor and sensory 
manifestations are slight; adenopathy, if it exists, is 
inflammatory in etiology, and the general condition 
remains satisfactory until the patient presents general 
metastasis. The roentgenogram will show a somewhat 
opaque spherical mass. The tumorsare little influenced 
by radiation treatment. 

Clinically there are three groups: Group 1, with 
local recurrence following the first limited operation; 
it may recur after a second operation; Group 2, with 
progressive ascending evolution in the corresponding 
nerve tract; and Group 3, (uncommon) which evolves 
with generalized pulmonary, pleural, cranial, hepatic, 
pancreatic, and adrenal metastases. : 

From the macroscopical anatomopathologic point 
of view these tumors simulate a benign neurinoma, 
lateral or central to the nerve; they are well en- 
capsulated and do not involve the surrounding tis- 
sue. They can be enucleated with conservation of the 
continuity of the nerve; however, histologically they 
show signs of malignant nature. Some adhere to the 
surrounding tissue so that enucleation is out of the 
question; more often they have a pseudocapsule which 
adheres to the surrounding tissue and the adherent 
areas contain tumor cells capable of germination 
(Vieta, Pack). 

From the microscopic anatomopathologic point of 
view the author divides these tumors into three groups: 
(1) tumors with a distinctly neurinomatous struc- 
ture; (2) tumors in which schwannian areas are not 
clearly recognized, and atypical pseudoepithelial ar- 
rangements or sarcomatouslike structures are found; 
(3) rhabdomyomas of the nerves and secondary nerve 
tumors, these being very rare. The histogenesis of 
these tumors, whether neuroectodermic or mesen- 
chymatous, is not well known as yet. A differential 
diagnosis should be from a fibroma, lipoma, sebaceous 
cyst, tuberculous abscess, adenopathy, aneurysm, or 
Recklinghausen’s disease. Biopsy of the tumor is the 
best differential diagnostic test. 

Treatment. For these tumors, which are highly radio- 
resistant, surgery is the best treatment. The procedure 
consists of: 

1. Enucleation of the tumor. This procedure is not 
difficult because the tumor is encapsulated; it should 
be carefully isolated from the surrounding soft tissue, 
the neurilemma incised, and the tumor removed. If 
the tumor is centrally located one must incise the 
neurilemma in the area where the tumor is more 
prominent and superficial, isolate the nerve fibers over 
the tumor with a dull instrument, incise the perineur- 
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ial capsule, and shell out the tumor without disturbing 
the nerve fibers spread on the opposite side of the 
tumor. Hemorrhage is controlled by fine ligatures or 
local anticoagulants. The neurilemma is closed with 
a few sutures of fine silk. Curettage of the tumor or 
puncture is to be condemned. 

2. Resection of the tumor and adjacent nerve. The 
cross-section of the proximal and the distal ends 
should be absolutely in healthy nerve tissue; the re- 
section should be preceded by a local infiltration of 
the proximal end with procaine; then a terminoter- 
minal anastomosis should be done. If there is any 
difficulty with the anastomosis, transposition of the 
nerve or immobilization of the articulation and flexion 
should be accomplished. 

3. Extensive resection of the nerve. This procedure 
may necessitate muscular as well as arterial and ven- 
ous resection with subsequent arterial grafting. Since 
these malignant tumors do not metastasize to the 
lymph node areas no corresponding radical regional 
lymph dissection need be done. The best result is ob- 
tained by nerve autografting. 

4. Amputation. Failure of previous surgical treat- 
ment may impose amputation in certain malignant 
tumors, which is done at a level of the limb which 
corresponds with the localization of the tumor. This 
could be an interscapulohumeral, interscapulothorac- 
ic, intercoxofemoral, or interilioabdominal disartic- 
ulation. 

5. Removal of tumors at a higher location may be 
done for successive recurrences at the level of the root 
of the plexus involved or even in the medullary 
canal. 

6. Palliative methods are indicated to eradicate 
pain; they consist of radicotomy and posterior com- 
misural myelotomy. 

If the tumor is benign and asymptomatic, one must 
remember the relationship of these solitary tumors to 
Recklinghausen’s disease and bear in mind the num- 


ber of malignant tumors which have occurred after 
their removal. On the other hand, if the solitary be- 
nign tumor becomes symptomatic with paretic dis- 
turbances, it should be operated on. Following enucle- 
ation, paretic disturbances may persist in the area of 
the dissected nerve, but they disappear quickly if no 
nerve fibers were lacerated during the operation and 
if the enucleation was done before the nerve had been 
too much compressed by the tumor. The revival of 
pain is due mostly to a traumatic neuroma in the area 
of the old tumor. Minimal partial nerve resection, of 
course, removes the tumor but may leave permanent 
paralysis because of breakdown of the suture line; 
however, generally the results are satisfactory. If the 
enucleation is too traumatic then partial nerve re- 
section together with resection of the tumor should be 
done, especially if the nerve does not have any func- 
tional importance and if it is a sensory nerve. If the 
nerve tumor is clinically or macroscopically malig- 
nant, extensive resection should be done and followed 
by nerve grafting; it is difficult to determine macro- 
scopically at which level the nerve resection, ampv- 
tation, or disarticulation should be done. Usually in 
France extensive nerve resection is being done with 
amputation for recurrence; however, in certain cases 
it is impossible to diagnose the gravity of the condi- 
tion as previous biopsy is indecisive; in this case 
enucleation and minimal nerve resection is recom- 
mended. If, subsequently, the pathological specimen 
shows a malignant condition, reoperation and ex- 
tensive nerve resection should be done. The patient is 
watched and roentgen therapy is applied, although 
little benefit can be expected from the latter. If the 
tumor is in a nerve plexus one can choose between a 
limited resection, which is illogical, and disarticula- 
tion with severance of the nerve roots close to their 
exit from the spinal cord, an.operation for which it is 
difficult to take responsibility. 
— Maurice Bakaleinik, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Malignant Mesenchymal Tumors of the Breast, 2 
Cases of Reticulosarcoma (I mesenchimomi maligni 
della mammella, considerazioni su due casi de reticolo- 
sarcoma). Sitvio MessinettT1 and ArtiLio BELLAVIA. 
Gior. ital. chir., 1957, 13: 130. 


Or 359 PATIENTS WITH TUMOR of the breast operated 
upon at the Institute of Surgical Pathology of the 
University of Rome, in the period from 1946 to 1956, 
only 2 (0.79 per cent) with reticulosarcoma were found. 

This neoplasm occurred in 2. women, 53 and 57 
years old, respectively, whose medical history and 
physical findings were quite similar. The main symp- 
tom of which the patients complained was a painless, 
small nodule in the breast. The first patient also com- 
plained of some pain following a mild contusion of the 
affected breast, which occurred 2 months before she 
came under the authors’ observation. 

On physical examination both patients were in good 
general condition. The first one showed a nodule in 
the right breast, as big as a tangerine, hard, and slight- 
ly tender, with the presence of the “orange-skin” phe- 
nomenon. In the second patient, the only positive 
finding was the presence of a small, soft, well limited, 
nontender nodule in the right breast, covered by com- 
pletely normal skin. 

Both patients underwent total mastectomy with 
removal of the regional lymphatic glands, and the 


‘histological examination of the operative specimens 


confirmed the diagnosis of reticulosarcoma. 

Clinically, the reticulosarcoma usually appears as a 
rapidly growing, well delimited, firm nodule of small 
volume, often adherent to the superficial and/or deep 
surfaces. The retraction of the nipple and the so-called 
“orange-skin’”” phenomenon are very commonly seen, 
while bleeding has never been observed. 

Hematogenous metastasis of the tumor is infre- 
quent, but involvement of the regional lymphatic 
glands has always been described. 

The criteria for the differential diagnosis between 
teticulosarcoma and carcinoma, and fibroadenoma 
and sarcoma are summarized in the following table: 


Reticulo- Fibro- 
d Sarcoma 

Development Very fast Fast Slow Very fast 
Dimensions Small Small Small Large 
Limits Fairly sharp Shading Sharp Sharp 
Consistency Soft Hard Fibrous Soft 
Displaceability Loose Adherent Loose Loose 
Skin Normal Ulcerated Normal Normal 
Hematogenous Infrequent Very _ Very 

metastasis frequent infrequent 
General 

conditions Good Poor Good Good 


The pathological findings are as follows: grossly, 
tumor is an infiltrating, fibrous mass which on 
section appears as a compact, homogeneous, white- 
yellowish material with the presence of extravasations 
and necrosis. The histological examination reveals a 
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fairly uniform syncytial structure, made up of polyg- 
onal and star-shaped cells. The cytoplasm is faintly 
eosinophile; the nuclei are round with a fine network 
of chromatine. 

Prognosis of the reticulosarcoma is obviously poor, 
but the early operation can ameliorate the outlook. 

In the authors’ opinion the only reliable treatment 
is radical mastectomy with removal of the regional 
lymphatic glands. Roentgen therapy is an auxiliary 
measure, preceding and/or following surgery, but it 
must not be the only treatment given. 

—R. Benvenuto, M.D. 


Breast Carcinoma with Multiple Sites of Origin. 
Rosert E. QuaLyHem and Epwarp A. GALL. Cancer, 
Phila., 1957, 10: 460. 


THE CONCEPT of several sites of origin, or so-called 
multicentric origin, of malignant neoplasms of the 
breast has been held abroad for some time. The 
authors studied 157 resected breast specimens in an 
effort to further determine the incidence of such 
occurrences. In 54 per cent of the 157 specimens more 
than a single nidus of tumor was identified. In 27 
specimens the multiple lesions were limited to a single 
quadrant, while in 58 additional quadrants were 
involved. Seventy-two of the 157 specimens showed 
tumors of various sizes other than the one which 
precipitated the surgical procedure. These tumors 
included both fairly large identifiable masses and also 
small areas of malignant infiltration along the tra- 
beculae and some of the intralymphatic spaces. 

Twenty-nine per cent of these lesions which showed 
more than one center of origin also showed one or 
more distinct cellular types of tumor, such as scirrhous 
carcinoma, carcinoma simplex, adenocarcinoma, 
medullary carcinoma, and colloid carcinoma. 

These figures are presented as considerably strength- 
ening the theory that breast carcinoma occurs in 
multiple areas throughout the organ. 

—Robert W. Williams, M.D. 


Internal M Node Biopsy; Its Place in the 
Treatment of Breast Carcinoma. J. T. M. Sanpy. 
Canad. M. Ass. 7., 1957, 77: 75. 


Tue score of radical surgery of the breast has recently 
been extended by some workers to include excision of 
the internal mammary chain of lymph nodes with the 
specimen. In other reports, investigation of this chain 
of nodes has been done only to aid in determining the 
prognosis and the plan of subsequent therapy. Inter- 
nal mammary node dissection was done in 25 cases of 
breast cancer which were considered clinically “‘oper- 
able” before surgery. 

Of the 19 patients with central or inner quadrant 
lesions, 13 (68 per cent) had positive internal mam- 
mary nodes. Eleven of these 19 had palpable axillary 
nodes and, of these, 7 had internal mammary in- 
volvement. The axilla was negative in 8 patients, 6 
of whom had positive internal mammary nodes. These 
6 represented operable cases by the usual standards, 
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but were already beyond surgical cure because of the 
mediastinal spread. Conventional radical mastectomy 
would have been useless in these cases. 

There were 11 patients with no internal mammary 
chain involvement and each underwent conventional 
radical mastectomy and irradiation. Of the 14 with 
positive internal mammary nodes, 10 were given sim- 
ple mastectomy plus radiation and 3 were given 
radiation treatment. One patient was subjected to 
radical mastectomy following a false negative report 
on the internal mammary nodes; later these nodes 
proved to be positive on permanent section. 

The technique of internal mammary node investi- 
gation is not difficult. The usual medial skin flap is 
elevated to the midsternum and the pectoralis major 
muscle is freed. The intercostal muscles in the second 
interspace are divided, to expose the internal mam- 
mary vessels, and the lymph node-bearing fatty tissue 
is gently dissected out with thumb forceps without 
teeth. If bleeding occurs from an internal mammary 
vessel, the vessel is ligated above and below the point 
of injury. If frozen sections reveal no tumor, the first, 
third, and fourth interspaces are similarly investi- 
gated. Perforating vessels from the internal mammary 
artery usually lie close to the periosteum of the edge of 
the sternum, so proper caution is exercised in that 
area. 

If the internal mammary chain is free from cancer, 
conventional radical mastectomy is done. If cancer 
has invaded the mediastinum, the surgeon may choose 
one of 4 alternatives, any of which may be followed 
by radiation: 

1. Do no further surgery. 

2. Perform simple mastectomy. 

3. Perform radical mastectomy. 

4. Perform one of the extended radical mastectomy 

procedures. 

Longer follow-ups are needed to evaluate these 
alternatives, but at present simple mastectomy fol- 
lowed by irradiation is the procedure of choice for 
patients with spread of cancer to the internal mam- 
mary nodes. The main value of internal mammary 
node dissection is the avoidance of the added discom- 
fort and morbidity from radical mastectomy in pa- 
tients whose disease has already spread beyond the 
reach of this conventional procedure. The history of 
the interest in internal mammary node involvement 
by breast carcinoma is reviewed. 

—Stanley W. Tuell, M.D. 


Lesions of the Ribs After Irradiation of Mammary 
Cancer (Lesioni costali post-irradiatorie per neoplasia 
mammaria maligna). S. GAvALA. Chir. org. movim., 
1957, 44: 190. 


THE AUTHOR describes a case of costal lesions follow- 
ing the irradiation of the breast for carcinoma. 

The patient, a 45 year old woman, had had a right 
mastectomy for carcinoma of the breast, followed by 
x-ray treatment, 3 years prior to her admission for 
chest lesions. The total dosage had been 2,850 roent- 
gens measured in air and given over a 24 day period; 
the same treatment was repeated the following year. 

About 2 years after the last x-ray treatment, the 
patient started to complain of pain in the right chest. 
A roentgenogram of the chest showed fractures in the 


anterior third of the second and fourth ribs. A lamino- 
gram showed an aseptic osseous necrosis at the site of 
the fractures, but no evidence of metastases. 

In the author’s opinion there can be two possible 
mechanisms for the production of these fractures; 
(1) the action of productive capillary lesions, which 
leads to a true bone infarction, or (2) mobilization of 
the calcar salts, which directly results in the osseous 
necrosis. A minimal strain, such as simple coughing, 
can then produce a fracture on the weakened rib. 

The author recommends the laminogram as the 
best means of detecting the mechanism of these frac- 
tures. —R. Benvenuto, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Tracheotomy—Indications, Advantages, Techniques, 
Complications, and Results; Analysis of 310 Recent 
Operations. THomas G. NELsoN and Warner Ff. 
Bowers. 7. Am. M. Ass., 1957, 164: 1530. 


THIs ARTICLE is an evaluation of the operation of 
tracheotomy based upon an analysis of 310 consecu- 
tive procedures in 300 patients at Brooke Army Hos- 
pital from January, 1947 until July, 1955. 

The ages of the patients observed ranged from new- 
born to 82 years. There was a progressive yearly in- 
crease in the number of operations performed without 
any particular change in the patient population. 

The indications for tracheotomy were divided into 
two broad groups: (1) mechanical and (2) secretional 
ventilatory. There were 148 operations on 140 pa- 
tients in the first group and 50 per cent of these were 
done prophylactically. One hundred and sixty-two 
operations were performed on 160 patients in the 
second group, 60 per cent being prophylactic. The 
number of operations performed for secretional ob- 
struction steadily increased from 1951 until 1955 when 
it reached 77 per cent. One hundred and sixty-three 


operations were done for disease of the head and neck | 


and 147 for lesions of the central nervous system and 
chest. Only 70 per cent of the procedures were related 
to involvement of the larynx. 

Mechanical ventilatory obstruction occurred in two 
forms. The first was acute, sudden, and complete, and 
the second was partial or chronic. Chronic obstruc- 
tion may not cause dyspnea, but results in a compen- 
sated respiratory acidosis. The margin of safety is 
small and additional respiratory obstruction may be 
rapidly fatal. There were 23 deaths (16 per cent) in 
this group of patients. Five deaths were due to compli- 
cations of tracheotomy and 5 to delay in the perform- 
ance of the operation. 

Secretional ventilatory obstruction resulted in in- 
creased fluid accumulation in the lower airway ass0- 
ciated with dysfunction of the normal coughing 
process. Two groups of patients were noted. One 
group consisted of those who were unwilling to cough, 
and the other, of those who were unable to cough. 
Fifteen per cent of these patients had deviation in the 
cough process as the result of postoperative chest pain 
or chest injury. In about 55 per cent of the patients, 
the central response to stimuli was diminished. In- 
terruption in the neuromuscular pathways necessary 
for coughing caused the disturbance in about 30 per 
cent of the patients. 
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The physiological abnormalities consist in hypoxia, 
hypercapnia, and respiratory acidosis. Clinical find- 
ings indicative of secretional ventilatory obstruction 
are rales and rhonchi over the lung fields, restlessness, 
irritability, apprehension, and physical or x-ray 
evidence of atelectasis or pulmonary infiltration. 
There were 91 deaths (57 per cent) in this group. 
Only one of the deaths was due to complications of 
tracheotomy and 5 resulted from delay in use of the 
procedure. 

Tracheotomy aids greatly in improving respiration, 
permitting the removal of secretions and increasing 
the vital capacity. It has been used in respiratory pa- 
tients and in those with increased intracranial pres- 
sure; it is also used to prevent pressure from a closed 
glottis in precarious bronchial stump closures. Special 
uses for the operation were during endotracheal anes- 
thesia and bronchoscopy. 

Technical preference in the series was for the clas- 
sical procedure with a vertical skin incision and a 
simple vertical slit into the trachea. The authors, 
however, believe that excision of a segment of the an- 
terior wall of the trachea is best in elective procedures. 
In addition, if the thyroid isthmus lies over the trachea 
they advise that it be divided rather than simply re- 
tracted. The most common mistake in emergency 
tracheotomy was loss of time in attempting visual ex- 
posure rather than using the so-called “feel” tech- 
nique. 

—— points in the after-care of the patient are 
discussed. The cannula should be carefully inspected, 
and changed and cleaned frequently. The inspired air 
should be humidified. Tracheobronchial secretions 
must be aspirated frequently and completely. 

The total fatality rate in this series of patients was 
38 per cent. There were four times as many deaths in 
the secretional type of obstruction as in mechanical 
obstruction. There were 82 patients in whom the oper- 
ation was considered life-saving. The authors believe 
that the operation saves lives, decreases morbidity, 
and simplifies the management of many diseases and 
injuries. —Donald C. Geist, M.D. 


Cardiopulmonary Function in Bullous Emphysema; 
a Preliminary Report. James C. MartTIN 
J. Firzpatrick, C. Freperick Kittie, and T. K. Lin. 
Dis. Chest, 1957, 32: 162. 


THE DEVELOPMENT of pulmonary hypertension in 
chronic lung disease is dependent upon an increase in 
pulmonary vascular resistance. It has been suggested 
that in chronic obstructive emphysema this alteration 
in vascular resistance probably correlates with de- 
struction of the small vascular channels, leading to a 
narrowing of the vascular bed and the development 
ofa high pressure gradient to maintain normal flow. 
In addition to anatomic changes, anoxia is a signifi- 
cant factor in the development of increased pulmonary 
artery pressure. Anoxia, with its subsequent effect of 
arterial constriction, polycythemia, hypervolemia, 
and increased cardiac output, perpetuates an altered 
physiologic state leading to right ventricular hyper- 
trophy and finally right heart failure. Hypervolemia 
increases the venous return, augments the stroke vol- 
ume and cardiac output, and reduces the distensibility 
of an already altered pulmonary vascular bed. Poly- 
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cythemia by its effect on blood viscosity may also 
enhance the latter effect. 

The authors have observed 3 patients with diffuse 
obstructed emphysema associated with giant uni- 
lateral bullae, who were subjected to surgical resec- 
tion of the emphysematous bullae. Two of the pa- 
tients were first encountered during episodes of right 
heart failure. 

Postoperatively there was an increase in vital 
capacity in all 3 patients and an increase in the maxi- 
mum breathing capacity in 2. In 2 patients who were 
subjected to both preoperative and postoperative 
cardiac catheterization, there was a fall in pulmonary 
artery pressure in both and an increase in arterial 
oxygen saturation in one following resection of the 
bullae. 

All patients tolerated surgery without development 
of complications and were able to return to their 
former occupations. The 2 patients with heart failure 
were maintained in a state of adequate cardiac com- 
pensation on an ambulatory basis. The follow-up 
period ranged from 7 to 22 months. 

Clinical improvement of these patients seemed to be 
correlated with the reduction of pulmonary pressure, 
although the exact mechanism was not apparent. It 
was suggested that the removal of bullae, allowing 
compressed pulmonary tissue to re-expand, might 
increase the size and distensibility of the pulmonary 
vascular bed to account for the pressure drop. In- 
creased arterial oxygen saturation was actually ob- 
served in one case. 

The authors are conducting further studies in an 
additional 7 patients with this entity to evaluate the 
results of surgical therapy more fully. 

—Earl W. Cauldwell, M.D. 


Spontaneous Pneumothorax and Its Surgical Treat- 
ment (Der Spontanpneumothorax und seine chirur- 
gische Behandlung). O. Huecx and J. OLTERsDorRFF. 
Miinch. med. Wschr., 1957, 99: 693. - 


THE auTHors, of the Surgical Department of the 
University of Munich, Germany, discuss the etiology, 
symptomatology, and therapy of spontaneous pneu- 
mothorax. 

Spontaneous pneumothorax develops when air en- 
ters the pleural space through an inner fistula from the 
bronchial system. The pneumothorax is called open 
when the air passes through the fistula in both inspira- 
tion and expiration; closed when the fistula is shut off 
by lung collapse and adhesions. The most serious form 
is tension pneumothorax which results when the fis- 
tula acts as a valve admitting air at inspiration but 
not releasing it at expiration. 

The authors differentiate between symptomatic and 
idiopathic spontaneous pneumothorax. The symp- 
tomatology is more or less the same in both forms. The 
onset is abrupt in most cases with dyspnea and chest 
pain. It may, however, also occur without any sub- 


jective symptoms and be found accidentally in rou- 


tine examinations or at autopsy. In tension pneumo- 
thorax increasing dyspnea, tachycardia, displacement 
of the mediastinum, and cyanosis create a serious 
clinical picture. 

Symptomatic spontaneous pneumothorax is rare. 
It may be caused by perforation of tuberculous cav- 
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erns, bronchial tumors, infected lung cysts, or lung 
abscesses; it is often complicated by infection of the 
pleural space. 

Idiopathic pneumothorax occurs mostly in healthy 
young individuals. It has a tendency to spontaneous 
resorption but recurrences are frequent. Different 
theories have been presented as to the etiology. It has 
been assumed that rupture of subpleural bullae may 
cause pneumothorax. These bullae may be due either 
to congenital malformations or to acquired stenoses of 
the bronchioli which lead to valve-like dilatation of 
alveoli. Multiple subpleural cysts have been observed 
in one case by the authors. 

The symptomatology includes widening of the in- 
tercostal spaces, tympanism in percussion, and dimin- 
ishing or disappearance of breath sounds. The intra- 
pleural pressure is around zero in open pneumothorax, 
and is negative in closed pneumothorax. Fluoroscopy 
shows paradoxic movements of the diaphragm. Al- 
though as a rule there are no difficulties in establishing 
the diagnosis, large lung cysts or cavities, or diaphrag- 
matic hernia can cause diagnostic errors. 

The therapy of symptomatic pneumothorax de- 
pends upon the underlying disease. In the open form 
surgery is indicated because of the danger of empy- 
ema. Depending on the individual case, pneumonec- 
tomy, lobectomy, or segmental resection is done. In 
isolated smaller subpleural cysts extirpation with 
suture of the fistula is often sufficient. In closed par- 
tial pneumothorax conservative treatment is often 
successful. In addition to bed rest and breathing exer- 
cises the authors recommend bronchoscopy and aspir- 
ation of the viscid mucous secretions. This accelerates 
expansion of the lung and prevents development of 
permanent atelectasis. In the open form thoracotomy 
and suture of the fistula are indicated. 

In recurrent idiopathic pneumothorax, decortica- 
tion and “‘pleurodesis” by insufflation of a powder 
(marbadal Rx) on the visceral sheet of the pleura was 
successful in 3 cases described by the authors. 

— Werner M. Solmitz, M.D. 


The Varied Clinical Manifestations of Pulmonary 
Embolism. Haron L. IsRAEL and FrRANz GOLpsTEIN. 
Ann. Int. M., 1957, 47: 202. 


THE AUTHORS who are convinced that effective therapy 
is available for pulmonary embolism, emphasize in- 
creased recognition of the prevalence of the disease by 
a careful study of the varied clinical manifestations. 
Ninety cases were diagnosed in an 18 month period, 
giving an incidence of pulmonary embolism of 1.2 
per cent among the medical admissions and of 0.6 per 
cent among the surgical admissions. This corresponds 
well with the observation of others. It was also noted 
that this represented a marked increase in frequency 
at the Graduate Hospital in Philadelphia, which was 
thought to be due largely to an increased alertness as 
a result of this study. 

The criteria for diagnosis were those generally ac- 
cepted, that is, compatible symptoms and signs, plus 
at least one of the following: (1) evidence of deep 
thrombophlebitis, (2) characteristic x-ray findings, or 
(3) characteristic electrocardiographic abnormality. 
The mortality in this group was 23.4 per cent, or 21 
patients. Death was attributed to embolism in 9, was 


held to be contributory in 7, and incidental in 5. Four 
of the patients dying from embolism were postopera- 
tive patients in whom thromboembolic disease was 
not suspected prior to the embolic episode. Embolism 
was preceded by surgery in 33 patients and by trauma 
in 6. The balance were 18 medical patients, and 33 
patients admitted with pulmonary embolism as a 
primary diagnosis. The authors emphasize that pul- 
monary embolism is the most common disease of the 
lungs encountered in a general hospital. 

A majority of the patients (43.3 per cent) showed 
pulmonary manifestations suggestive of pneumonia or 
dry pleurisy. A smaller number had pleurisy with 
effusion, sometimes bloody, and a small number 
demonstrated lung abscess or lesions which mimicked 
tuberculosis or cancer on roentgen examination. The 
roentgenogram may be quite atypical. More than 
one-third of the patients had symptoms and signs sug- 
gestive of cardiac disease. Acute myocardial in- 
farction was most frequently confused with pulmonary 
embolism. On the other hand, pulmonary embolism in 
patients with heart failure and, in reverse, the precipi- 
tation of heart failure as a result of pulmonary embo- 
lism are frequently noted. Six patients showed symp- 
toms suggestive of an acute condition of the abdomen, 
subdiaphragmatic abscess, or primary hepatic disease. 
This is presumed to result from diaphragmatic irrita- 
tion. A smaller group had syncope, convulsions, or 
hemiplegia concomitant with the embolic episode. 

Hemoptysis and pleural friction rub, which are 
usually considered to be most characteristic of pul- 
monary embolism, were encountered in only about a 
quarter of the patients. Much more common were 
fever, dyspnea, pleuritic chest pain, pulmonary rales, 
tachycardia, and tachypnea. Hypotension, congestive 
failure, friction rub, and chest wall tenderness oc- 
curred in a lesser number, and a small number of 
patients had cyanosis or jaundice. 

The source of emboli was suggested in a large num- 
ber of patients: 58 had phlebitis in the lower extremi- 
ties; 2, phlebitis in the upper extremities; 4, probable 
phlebitis in the pelvis; and 12, a presumptive source 
of emboli in the heart. Electrocardiographic abnor- 
malities are described in considerable detail. More 
than 70 per cent of the patients had some changes in 
the electrocardiogram, but on the whole, these were 
not pathognomonic and consisted of a number of 
abnormalities: acute cor pulmonale, coronary in- 
sufficiency pattern, minor positional changes, T-wave 
inversions in right precordial leads, or other abnor- 
malities. The serum glutamic oxalacetic transaminase 
was not elevated in a majority of patients. In those in 
whom it was elevated, there appeared to be other 
diseases to explain the finding. The presence of an 
elevated level, of course, does not rule out pulmonary 
embolism in the presence of other disease. 

—H. C. Grillo, M.D. 


Childhood Bronchiectasis. J. SwiERENGA. Dis. Chest, 
1957, 32: 154. 


CaAsEs OF BRONCHIECTASIS are subdivided into two 
groups by the author: (1) those due to obvious causes, 
and (2) those for which no cause can be determined. 
The first group includes bronchial dilatations in 
bronchostenotic and fibrotic pulmonary processes. In 
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the second group the cause is not so obvious and the 
writer terms the condition simple bronchiectasis. In 
this group it cannot be established whether con- 
stitutional factors in the form of allergic diathesis 
play a part in genesis. 

The writer believes that virus pneumonia is a 
factor in genesis. Congenital bronchiectasis is uncom- 
mon. Two hundred and twenty-one cases of bronchi- 
ectasis in children are discussed; 176 were operated 
on or treated surgically. The operative mortality 
was 2.3 per cent. The results obtained could be con- 
sidered good in 90 per cent of the cases, and poor in 
4 per cent. Surgical treatment should be seriously 
considered if the disease is found to be irreversible 
after a sufficiently long observation period and if 
there are obvious clinical complaints. 

—john T. Maloney, M.D. 


Pulmonary Suppuration with Massive Destruction of 
Lung Substance (Les suppurations pulmonaires 
primitives avec grande destruction parenchymateuse). 
G. Decrorx, R. Kouritsxy, and S. Kouritsxy. 7. fr. 
méd. chir. thorac., 1957, 11: 225. 


Durinc a four year period the authors have observed 
18 cases of pulmonary suppuration with massive 
destruction of lung substance in a group of 118 cases 
of pulmonary abscess. The authors consider this to be 
an important clinical entity. They point out their 
inability to find any specific bacteriologic agent which 
differentiates these from other abscesses. They believe 
however, that the debility of chronic alcoholism may 
be pathogenetically important. 

Despite the amount of pulmonary destruction anti- 
biotic therapy has a relatively good effect. The 
authors emphasize the need for total treatment of the 
patient and imply that large doses of broad spectrum 
antibiotics are only part of the therapy. It is interest- 
ing to notice that residual cavitation was common; 
this is not surprising in view of the amount of pul- 
monary destruction which occurred. The emphasis on 
treatment other than antibiotic therapy is a major 
point. Such things as small repeated transfusions, the 
administration of vitamins intravenously, and the 
treatment of focal infections, especially in the gums, 
are stressed. It is notable that endobronchial treat- 
ment is still fairly common in France in patients of 
this group. Sulfonamides are frequently used as well 
as chloromycetin and penicillin. 

The authors find that tuberculosis is a complication 
in some of these cases (4 in this series). They consider 
it to be secondary, possibly caused by the breakdown 
of tuberculous tissue in the suppuration. It is interest- 
ing to read an article on pulmonary abscess in which 
the primary approach is medical as compared to the 
earlier purely surgical approach. This might not be 
the general opinion; however, the results obtained 
appear to justify the conservative approach. 

—Roger H. L. Wilson, M.D. 


The Changing Picture of Lung Abscess Therapy. M. 
e Wotcort and J. D. Murpny. Dis. Chest, 1957, 32: 


Tae TREATMENT of lung abscess may be divided into 
the sulfonamide period, the penicillin period, and the 
Present modern period of antibiotic and enzymatic 
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débridement. The choice of antibiotic depends upon 
results from sensitivity tests made on material obtained 
from bronchoscopic aspiration. The antibiotic and 
tryptar were administered by aerosols. The most fre- 
quently used antibiotic was oxytetracycline given in 
aerosol form and by parenteral routes. 

A total of 17 patients were treated by this method 
and 64.7 per cent were cured medically, while 35.3 
per cent required surgical resection of a residual 
cavity. There were no deaths in this group. 

Tryptar acted as a lytic agent and appeared to be 
nontoxic, nonirritating, and an effective cleanser, 
thinning pulmonary secretions. Surgical drainage was 
not necessary in any case, but surgical resection was 
performed whenever a residual cavity persisted or 
failed to close in a period of 2 weeks of treatment. 

—B.G. P. Shafirof,, M.D. 


The So-Called Pulmonary Adenomatosis (Zur soge- 
nannten Lungenadenomatose). W. ScHLUNGBAUM. 
Fortsch. Réntgenstrahl., 1957, 86: 679. 


PULMONARY ADENOMATOSIS is a relatively rare disease 
of which no more than 200 cases have been described 
in the literature. At the clinics of the Free University 
of Berlin 4 cases were diagnosed during the years 
1945-56. This is less than 1 per cent of the total num- 
ber of pulmonary tumors. 

The etiology of the disease is not clear. Its histo- 
genesis is also disputable. The theories of an alveolar, 
a bronchial, and a metastatic origin have been pre- 
sented by different authors. Pulmonary adenomatosis 
is considered semimalignant. Metastases occur in 45 
to 50 per cent of the cases. This fact places pulmonary 
adenomatosis between bronchial carcinoma (80 to 90 
per cent) and bronchial adenoma of a carcinoid type 
(10 per cent). 

In most cases both lungs are affected. Roentgeno- 
grams do not show any features distinctive from those 
of a bronchial carcinoma or a diffusely metastasizing 
extrapulmonary adenocarcinoma. Because of scarcity 
or absence of symptoms the correct diagnosis has 
rarely been made in vivo, if so, it has been mostly with 
the help of thoracoscopy or cytologic sputum examin- 
ation. Circumscribed forms are preferably treated 
surgically. Regression of the primary tumor may be 
obtained through irradiation therapy. Eight cases are 
described (5 classified as certain, 2 as doubtful, and 
1 was a case of bronchial carcinoma). Illustrations of 
the x-rays are included. 

The question as to whether pulmonary adenomato- 
sis is a separate entity which can be clearly differ- 
entiated from other bronchial or extrapulmonary 
adenocarcinomas cannot be solved on a clinical or 
roentgenologic basis. Further pathologico-anatomic 
studies are necessary to clarify the picture of pulmon- 
ary adenomatosis. —Victor R. Jablokow, M.D. 


Indications for Surgical Treatment and Results in 
220 Tuberculomas of the Lung (Anzeigen zur opera- 
tiven Behandlung und ihre Ergebnisse bei 220 
Tuberkulomen der Lunge). Hans W. M. Raucu. 
Thoraxchirurgie, 1957, 4: 534. 


SURGICAL INTERVENTION is considered the treatment 
of choice for tuberculoma of the lung by most surgeons, 
but recently, objections to resection of the lung for 
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most of these cases have been offered. Also, collapso- 
therapy has been recommended. The author has, 
therefore, reviewed the indications for surgical in- 
tervention and its results in 168 patients with 220 
tuberculomas of the lung, some observed in the pre- 
antibiotic era, from 1937 to 1939, and the rest in the 
more recent period from 1953 to 1955. An increase in 
the number of tuberculomas in all forms of pulmonary 
tuberculosis from 1.04 per cent in the first period to 6.4 
per cent in the last period was recorded, and the num- 
ber of dense, sharply demarcated round tuberculous 
foci with a minimum diameter of 1 cm. increased 
from 1.26 per cent to 8.01 per cent. A similarly in- 
creased incidence has been noted by other workers, 
and it has been variously attributed to an increased 
incidence of the primary infection in adults, the in- 
creased use of roentgenography, and the increased 
use of antibiotics. The widespread use of chemotherapy 
has also been suggested as a possible factor. 

Various types of foci of different origin, histology, 
and demarcation are designated as tuberculoma. 
Tuberculous infiltrates may develop into tuberculoma 
by the formation of a fibrous capsule about a necrotic 
center. Differentiation may be possible only by ob- 
serving the course. Infiltrations will respond to chemo- 
therapy and collapse therapy, whereas the solid foci 
defy chemotherapeutic measures since the substances 
which are employed cannot penetrate the fibrous 
capsule in sufficient concentration. Tuberculoma may 
also develop from one or several foci of dissemination, 
or from a primary focus. The mode of origin can 
usually be demonstrated histologically. Most of those 
observed in this series originated in a caseous pneu- 
monic focus or infiltrate. The 220 cases of tuberculoma 
reported include 139 cases of solitary and 29 cases of 
multiple tuberculoma. In about 30 per cent of the 
patients, discovery of the lesion was more or less inci- 
dental. The ages of the patients varied from 15 to 52 
years, with an average of 32 years. Most of the foci 
were in the upper lobe, their size varied from 1 to 7 
cm. in diameter, with an average of 3 cm. During an 
observation period of 1 to 21 years, 99 patients, or 45 
per cent, showed activation with appositional growth, 
cavernization, liquefaction, dissemination and, in 
some, phthisic development. In the remainder of the 
patients a more or less stationary condition was ob- 
served. The danger of an activated tuberculoma and 
the risk of bronchogenic dissemination following 
cavernization may develop suddenly and unexpectedly 
after years of an asymptomatic course. Solid foci may 
also present this danger. Healing through stabiliza- 
tion of the tuberculoma is problematic and the pro- 
bability of liquefaction increases with the size of the 
tuberculoma. Acknowledging the improvement in the 
prognosis for cavernous tuberculosis of the lungs owing 
to modern methods of treatment, exaggerated opti- 
mism should be avoided. The author believes that the 
possible dangers of dissemination should be guarded 
against by prompt surgical intervention instead of tem- 
porization. 

The roentgenogram is typical and serial x-ray ex- 
posures will frequently establish a diagnosis of tuber- 
culoma. Other changes and the presence of small foci 
of dissemination in the vicinity and their response to 
chemotherapy may offer valuable diagnostic help. 


The demonstration of bacilli in the sputum, gastric 
juice, or bronchial fluid may prove helpful. Bronchos. 
copy and bronchography are of little help. Difficulty 
may be encountered in differentiating tuberculoma 
from the round shadows of carcinoma, and certainty 
can frequently be gained only by exploratory thoracot- 
omy. Immediate operation is, of course, indicated in 
case of a malignant condition. Up to 50 per cent of 
the sharply defined round foci in the lungs have been 
found to be malignant, and the two conditions may 
coincide. 

Surgical intervention is indicated in any tuber. 
culoma in which signs of activity can be demonstrated, 
Resection was performed in 77 of the 168 cases in the 
present series or in 46 per cent, consisting usually of 
segmental resection. The extent of the intervention } 
cannot always be determined preoperatively. The site 
and size of the tuberculoma, associated bronchial dis. 
ease, atelectasis, and disseminated foci should all be 
considered. A wedge excision alone was done in 14 
cases, removal of 1 segment in 12 cases, of 1 segment, 
1 subsegment and a wedge excision in 7 cases, of 2 
segments in 22 cases, of 3 segments in 1 case, of the 
right upper lobe in 9 cases, of the left upper lobe in 8 
(2 without lingula), of the right lower lobe in 2 cases, 
and of 1 lobe and more in 2 cases. Wedge resection 
was reserved principally for isolated foci not exceeding 
a given size, in the vicinity of the pleura with no con- 
siderable foci of dissemination in their vicinity. 

The results were good in all cases and the 1 death 
was not due to the intervention (pulmonary em- 
bolism). An associated caseous bronchitis was ob- 
served in only 1 of these cases. In 65 of the 77 cases of 
tuberculoma, tubercle bacilli were demonstrated in 
the sputum, gastric juice, or bronchial secretion. In 
most of the cases cavernization of the focus was roent- 
genologically demonstrable. Ten patients refused 
resection. Positive sputum was found also in a few in- 
stances in partially calcified tuberculomas. All of the 
patients subjected to operation had been previously 
treated with drugs. Complications developing in this 
series of cases included deficient re-expansion of the 
lung in 11 cases, or 14.6 per cent, bronchial fistula 
with empyema in 3 cases, or 4 per cent, postoperative 
dissemination in 1 case, or 1.3 per cent, reactivation 
and formation of new foci in 3 cases, or 4 per cent, and 
exacerbation of the disease on the opposite side, ! 
case. One patient died immediately following opera- 
tion of respiratory paralysis due to the anesthetic, 
another patient died 2 weeks after operation (wedge 
resection for a cavernous tuberculoma) on the left 
upper lobe. Death occurred suddenly from massive 
pulmonary embolism following an uncomplicated 
course. Inadequate re-expansion of the lung was ob- 
served in 11 cases. In 4 patients the small residual 
pneumothorax was resorbed spontaneously or relieved 
by suction drainage. Here a pneumoperitoneum insti- 
tuted for several weeks had a favorable supportive 
effect. In 7 patients the persistent dead space was 
treated by plastic surgery, resection of a few ribs 
(usually 2-4) 4 or 5 weeks after the lung operation. 
Such a procedure is also indicated to avoid unde- 
sirable hyperexpansion of the lung. Pneumolysis and 
pneumoperitoneum yielded good results in some 
cases. The development of a bronchial fistula with 
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empyema rendered further surgery necessary in 3 
cases, but end results were satisfactory in ail. Post- 
operative dissemination may respond to intensive 
chemotherapy. 

Six months after resection, 73 of the 75 patients 
operated on for tuberculoma showed negative bacil- 
lary findings, were in good health, and most of them 
were able to resume their occupations. One of 2 pa- 
tients who still showed tubercle bacilli remained under 
treatment at the time of this report, and in the other 
the findings were attributable to saprophytes from 
simultaneous bronchiectases. Small foci were not 
treated surgically since there is little danger of pro- 

ion under conservative treatment. Thoracoplasty 
is not suitable for the treatment of tuberculoma, nor 
iscollapse therapy to be recommended. Chemotherapy 
and collapse therapy are very successful however, in 
the thin-walled cavities which remain following the 
complete evacuation of a tuberculoma, and differ 
little from such treatment for other cavities. 

— Edith S. Moore. 


drome Encountered in Pul- 
monary Surgery (Akutes haemorrhagisches Syn- 
drom mit letalem Ausgang in der Lungenchirurgie). 
Heinz O. Scuutte. Thoraxchirurgie, 1957, 4: 551. 


THE AUTHOR reports 2 cases of diffuse operative 
hemorrhage, resistant to all therapeutic measures. 
Both patients had right upper lobectomy because of 
pulmonary tuberculosis. The upper lobe in both cases 
was markedly adherent to the chest wall and neces- 
sitated difficult adhesiotomy prior to the hilar dis- 
section. In one case the resection was completed. In 
the second case further procedure was stopped be- 
cause of excessive hemorrhage from the chest wall in 
the right apex. In both cases the local application of 
hemostatic agents and massive blood replacements 
were unsuccessful. The chest was closed and blood re- 
placement continued. However, both patients expired 
on the day of surgery because of uncontrollable hemor- 
thage. The first patient was reopened a few hours after 
the resection, the site of hemorrhage inspected, and 
only diffuse surface bleeding was found. Blood coagu- 
lation studies are not available in either case. Post- 
mortem examination revealed hepatitis in both cases; 
however, preoperatively, there were no clear-cut signs 
of this condition. 

The author speculates on the probability of a fi- 
brinogenemia in both cases. Thirteen cases of pulmon- 
ary surgery with this syndrome, reported by LeBollock, 
are mentioned and the opinion is offered that the lung 
parenchyma possesses fibrinolytic activity. The in- 
fluence of phenothiazine derivatives and pure oxygen, 
used during anesthesia, upon the coagulation mecha- 
nism is discussed. Human fibrinogen concentrate was 
not used in either case because it was not available. 

—Gunars Medins, M.D. 


Distribution of Effusion into the Free Pleural Cavi 
(Disposizione del versamento nel cavo pleurico libero). 
E. Masent1, and F, Victione. Chir. 

ac., 9: 765, 


THE AUTHORS have attempted to determine what fac- 
‘ors influence the pattern of distribution of free pleural 
effusions. Radio-opaque solutions were injected into 
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the pleural cavities of dogs and rabbits. X-ray studies 
were carried out to evaluate the effect of gravitational 
and pathologic (induced) changes. In the normal 
pleural cavity the fluid was found at the bottom, in- 
fluenced mainly by gravity. Pulmonary retraction 
began inferiorly and was proportional to the amount 
of fluid present. The presence of pleuropulmonary 
disease which produced rigidity of the involved 
structures resulted in a redistribution of the liquid 
over the entire surface of the lung. 

The authors believe that there is no typical distribu- 
tion of effusion for any given disease but that this is 
governed by the local pleuropulmonary pathologic 
changes. —George L. Nardi, M.D. 


HEART AND PERICARDIUM 


Extension of the Limits of Cardiac Viability with 
Total Coronary Occlusion. Watts R. Wess and 
Hector S. Howarp. Surgery, 1957, 42: 92. 


THE VIABILITY of myocardial tissue which has been 
completely deprived of its circulation is usually lim- 
ited to a few minutes. Occlusion of a major coronary 
artery branch for only 10 minutes causes subsequent 
electrocardiographic changes in many dogs, and gross 
infarction is produced by occlusion for 25 minutes. 
Much experimental work has been done on the re- 
suscitation of hearts after periods of ischemia. How- 
ever, other experiments have shown that many small 
blood clots form in the circulatory system of the heart 
during circulatory arrest or even during the slower 
flow with hypotension. 

The authors, therefore, devised experients to study 
the effects of prolonged total coronary occlusion when 
all blood had been removed from the coronary sys- 
tem to prevent capillary thromboses. Perfusion of an 
organ during transplantation has been done for many 
years. Carrel and other workers have used this tech- 
nique, especially with kidney transplants. Some have 
used anticoagulants as well. In the authors’ first ex- 
perimental group, the hearts of 3 control dogs, trans- 
planted into the neck after 90 minutes of complete 
anoxia, developed a fine fibrillation but could not be 
resuscitated. In 4 other dogs, the hearts were thor- 
oughly perfused with lactated Ringer’s solution before 
removal. After these hearts were transplanted, fibril- 
lation developed upon the administration of calcium 
chloride and defibrillation could be accomplished. 
These hearts could maintain their own coronary in- 
flow as well as the burden of the inflow through the 
host’s carotid artery. 

In a second series, there were 18 experiments in 
which coronary occlusion was maintained for 90 
minutes. In these, complete inflow and outflow oc- 
clusion of the heart was done in situ, and a pump 
oxygenator was employed to sustain the animal. After 
this occlusion period in 6 control dogs, only 3 hearts 
returned to a normal rhythm, but were unable to re- 
sume the work load. The other 3 could not be revived. 
Of 12 dogs whose hearts were perfused with Ringer’s 
solution during occlusion, 11 were resuscitated to 
maintain a normal blood pressure. These 11 dogs then 
survived from 15 minutes to 14 hours. 

Another finding during preliminary experiments 
was that the dog with total denervation of the heart 
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and lungs is incapable of adequate respiration, even 
though the phrenic nerves are intact. In the main ex- 
periments reported, dog hearts deprived of coronary 
circulation up to 90 minutes could yet resume a rest- 
ing work load. This was considerably longer than in 
control dogs, and was attributed to the prevention of 
clotting of the blood in the capillary bed. Accordingly, 
the time limits of viability of the unoxygenated myo- 
cardium are related in large measure to maintenance 
of a patent circulatory system, and not entirely to the 
duration of acute ischemia. 
—Enmile L. Meine, 7r., M.D. 


Cardiac Incidents in Pulmonary Surgery; Three 
Pn tomies Followed by Cardiac Complica- 
tions (Les incidences cardiaques de la chirurgie pul- 
monaire; a propos de trois pneumonectomies suivies 
de complications cardiaques). R. Picarp, G. RoLuin, 
CL. — and G. THOMERET. Presse méd., 1957, 
65: 1354. 


THE AUTHORs emphasize that surgically induced pul- 
monary insufficiency may make manifest a latent 
coronary insufficiency in the older patient. Three 
patients between 50 and 60 years of age who were 
subjected to pneumonectomy, 1 for tuberculosis and 
the other 2 for carcinoma, who developed electro- 
cardiographic alterations during surgery which per- 
sisted postoperatively are presented. The authors 
emphasize that, in these individuals, the slightest 
compromises of ventilatory function in the remaining 
lung during the postoperative period by the accumu- 
lation of secretions is enough to tip the balance. They 
recommend the use of mechanical respiration and 
perhaps tracheotomy to improve ventilation. 
— Howard D. Sirak, M.D. 


The Value of Nonoperative Treatment of Experi- 
mental Wounds of the Heart (Plaies du coeur ex- 
périmentales, valeur de labstention opératoire). J. 
SEROR and Cv. Azoutay. Lyon chir., 1957, 53: 497. 


In view oF the reported nonoperative management of 
cardiac wounds by treatment with pericardial aspira- 
tion the authors made an experimental study of 
certain aspects of this subject. In thoracotomized dogs, 
wounds varying from 3 to 20 mm. were made in the 
left auricle and in one of the ventricles. The peri- 
cardium was closed tightly over a polyethylene tube, 
thus making measurement of the intrapericardial 
pressure possible. 

A study of the processes of coagulation of the 
intrapericardial blood showed three phases—one 
during which coagulation had not yet taken place, a 
phase of complete coagulation, and a phase of clot 
retraction and liquefaction. During the second phase, 
which lasts from 2 to 10 minutes, aspiration of the 
pericardium is not possible. Clot retraction takes 
place more rapidly in the pericardium because of 
cardiac and respiratory movements. 

As a result of their extensive experiments, the 
authors conclude that nonoperative managment is 
contraindicated: (1) in the wounded patient with 
very pale color, who appears to have extensive in- 
ternal or external bleeding without myocardial com- 
pression; (2) when attempts at pericardial aspiration 
are not successful or do not result in improvement, 


particularly if there is a decrease in venous pressure; 
and (3) in the absence of facilities for very close 
medical and surgical observation. The latter is one 
of the difficulties of the nonoperative method. 

— Jonas Brachfeld, M.D. 


Canalized Thrombosis of the Left Auricle (Thrombose 
canalisée de VDoreillette gauche). R. Tricot, P, 
Cuicue, and J. Acar. Sem. hép. Paris, 1957, 11: 2221, 


CANALIZED THROMBOSIS Of the left auricle is a rare 
anatomic variant which represents the most advanced 
form of massive thrombosis of the left auricle; only 5 
cases have been previously reported. 

The patient, a 39 year old woman, had been well 
up to 4 years prior to admission, when she had progres. 
sive exertional dyspnea. Several months prior to ad- 
mission, severe, progressive right-sided failure and 
cyanosis appeared. Auscultation revealed atrial fibril- 
lation, a harsh, loud systolic murmur at the apex and 
at the xyphoid, a faint diastolic murmur at the third 
and fourth left interspace, and a loud second sound 
in the latter area. A roentgenogram of the chest 
showed a large heart, bilateral pleural effusion, and 
hilar congestion. The patient died in spite of energetic 
treatment. 

At autopsy, massive thrombosis of the left atrium 
was found. Four neocanals, corresponding to the 4 
pulmonary veins, had a most peculiar appearance. 
The 2 on the right side, bordered by the atrial wall 
and the clot, were of small caliber whereas the 2 on 
the left, located within the thrombus, had large di- 
mensions. Their internal walls were smooth and uni- 
form. The stenosis of the mitral valve was tight, as in 
most of the previous cases. There was no clinical sign 
which would have led one to suspect the diagnosis in 
this or in any of the 5 previous cases. Atrial fibrilla- 
tion, disappearance of the mitral rumble, cardiac en- 
largement, and right-sided failure are frequently seen 
in the end stages of mitral cardiopathies. 

The mode of canalized thrombus formation re- 
mains a mystery. It is possible that it is caused by 
progressive confluence of multiple parietal thromboses 
although this explanation hardly fits in with the spe- 
cial structure of the canals, that is, with their smooth 
walls and their uniform, cylindric, or ovoid cross 
section. — Jonas Brachfeld, M.D. 


The Contribution of Simultaneous Right and Left 
Heart Catheterization in the Surgical Evaluation 
of Mitral Valve Disease. Rosert S. Lirwak, PHILIP 
SAMET, WILLIAM H. BERNSTEIN, LEONARD M. SILVER- 
MAN, and Others. Am. Surgeon, 1957, 23: 428. 


ForTy INSTANCES of simultaneous combined right and 
left heart catheterization studies are reported in this 
article. The left heart catheterization is performed by 
a modification of the posterior percutaneous puncture 
technique of Fisher. The suggested need for this 
simultaneous right and left heart catheterization is 
that left heart catheterization alone gives the mean 
diastolic left atrial—left ventricular gradient, but the 
factors of flow across the valve and the diastolic filling 
time may not be adequately evaluated by this single 
catheterization alone. By passing polyethylene cathe- 
ters through needles which enter the left side of the 
heart, the patient may be turned to the supine posi- 
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tion and exercise tolerance tests can be performed. 
The essential value of left heart catheterization is the 
detection of a significant left atrial—left ventricular 
mean diastolic gradient in the absence of marked pul- 
monary hypertension or even in the absence of an 
elevation of the so-called pulmonary “capillary pres- 
— Ward D. O'Sullivan, M.D. 


Myocardial Revascularization by a New Method of 
Carrying Blood Directly from the Left Ventricular 
Cavity into the Coronary Circulation. C. Massimo 
and L., Borrt. 7. Thorac. Surg., 1957, 34: 257. 


THE AUTHORS review the methods proposed for re- 
vascularizing the myocardium and report a new 
method by which blood is supplied directly from the 
left ventricular cavity to the coronary circulation by 
means of a T-shaped, plastic tube, the vertical branch 
of which is directly connected with the left ventricular 
cavity while its horizontal branch is embedded in the 
myocardium. The technique has been performed ex- 
perimentally on 32 dogs with favorable results. The 
authors believe that the advantage of their method 
is that it supplies a continuous flow of blood im- 
mediately from the ventricular cavity to the myo- 
cardium under sufficient pressure. 
—W. Foster Montgomery, M.D. 


An Experimental Study of the Fate of Arterial Im- 
plants in the Left Ventricular Myocardium, with a 
Comparison of Similar Implants in Other Organs. 
Davi C. Sasiston, JR., JEAN P. FAUTEUX, and ALFRED 
Biatock. Ann. Surg., 1957, 145: 927. 


CARDIAC REVASCULARIZING TECHNIQUES include a 
technique in which the internal mammary artery is 
implanted into a tunnel in the left ventricle. Opinion 
is divided concerning the fate of these arterial im- 
lants. 
, In this study an attempt was made to evaluate ex- 
perimentally the fate of large systemic arterial im- 
plants (carotid) in the left ventricular myocardium, 
and to compare the findings in these preparations 
with those obtained in animals with similar arterial 
implants into other organs, such as the liver, spleen, 
and sternomastoid muscle. After a prolonged period 
of observation a number of studies were made in an 
attempt to evaluate the end results of these implants. 

On gross examination at the time of sacrifice, the 
cardiac implants were patent in 28 of 32 animals. 
This is of considerable interest inasmuch as similar 
implants into other organs were found to become oc- 
cluded with thrombus in more than 90 per cent of the 
preparations. 

Histologic study at various levels of the carotid im- 
plant confirmed the gross evidence of patency. There 
was a partial decrease in the size of the lumen, how- 
ever, as the result of fibrous thickening of the intimal 
layer. This became more pronounced further along 
the graft to a maximal 50 per cent reduction at the 
end of the vessel. 

The presence of vascular communication between 
the implant and the coronary circulation, although 
small, was easily demonstrated by the injection of 
radiopaque and bioplastic media. Further evidence 
of patency was demonstrated by perfusion of the im- 
plant with saline solution or blood. In most cases the 
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flow was small, although in several animals signifi- 
cantly larger flows were observed. 

Measurement of the coronary sinus flow by direct 
rotameter technique showed that no significant 
change occurred, whether the graft was occluded or 
open. A large arterial flow through the implant would 
be expected to be reflected in the total coronary sinus 
flow. 

In spite of this small volume of flow the implants 
appeared to offer definite protection against subse- 
quent ligation of the anterior descending coronary 
artery. Whereas the survival rate after ligation was 
30 per cent in the group of control animals, it was 
64 per cent in the presence of implants. 

— Arthur M. Simpson, M.D. 


Roentgenologic Follow-Up on 150 Consecutive Mitral 
Commissurotomy Patients. Joun G. McAree and 
PaoLo Bionvettt. Am. 7. Roentg., 1957, 78: 213. 


In view of the surprisingly meager information in 
the literature as regards the postoperative roentgen 
changes following mitral commissurotomy, the authors 
reviewed the preoperative and postoperative fluoro- 
scopic and roentgenographic findings in the chest in 
the first 150 mitral commissurotomy patients operated 
upon by Blalock and his staff from November, 1949 
to June, 1954. The studies included changes in heart 
size and configuration, associated pulmonary changes, 
and changes in the splenic outline, as well as a co- 
ordination of these roentgenologic changes with the 
medical and surgical findings. In 115 of the 150 
cases adequate roentgenologic data were available. 

The majority of the patients in this series exhibited 
no significant change in the size of the heart follow- 
ing commissurotomy, about 25 per cent had a sig- 
nificant decrease in size, and 20 per cent had a sig- 
nificant increase. A transient increase in the silhouette 
of the heart occurred in almost half of the cases, but 
this almost always regressed within 3 months, proving 
that it was due to postoperative pericardial fluid, 
a fact which was confirmed in a few cases by peri- 
cardial tap and injection of air. Only 8 patients 
developed a reactivation of the rheumatic process with 
an increase in the size of the heart postoperatively. 
This observation is markedly at variance with that 
of other investigators, as for example, Soloff, Zutuchni, 
and Busch, who reported considerably higher per- 
centages. 

It may be said generally that in contrast to the 
dramatic symptomatic improvement following sur- 
gery, the objective evidence of improvement roent- 
genologically was less apparent. Allowing for this 
fact, there was a fairly good correlation between the 
roentgenologic and clinical results in the sense that 
none of the unbenefited patients had a significant 
decrease in the size of the heart, while a minority of 
the patients who were benefited showed such a de- 
crease. A postoperative increase in the size of the 
heart occurred more frequently in the unbenefited 
patients. 

A decrease in the contour of the left auricular 
appendage following commissurotomy was observed 
roentgenologically in 57 per cent of the cases, being 
the result merely of surgical amputation. The left 
atrial contour became diminished in 17 per cent, 
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but increased in 7 per cent. The prominence of the 
main pulmonary vessels decreased in 28 per cent and 
increased in 12 per cent, and similar changes were 
found in the peripheral pulmonary vascularity. 

Of 144 patients, in whom sufficient data were 
available, calcification of the mitral valve was palpated 
surgically in 33 per cent. In the same group, the 
calcification was visualized roentgenologically in only 
17.5 per cent, and even if several doubtful cases 
were excluded, the visualization was no better than 
60 per cent. The presence of mitral valve calcification 
usually indicated a slightly worse prognosis; in a 
few instances it rendered commissurotomy technically 
unfeasible. 

In 8 per cent of the cases marked mitral insuf- 
ficiency was found at operation. These cases rep- 
resented clinical and roentgenologic failures. The 
inability to differentiate mitral stenosis from insuf- 
ficiency, or to properly evaluate the relative sig- 
nificance of the two lesions when both are present 
has remained an unsolved problem of cardiac roent- 
genology. In such instances surgical exploration is 
sometimes the only procedure of any value. 

The pulmonary changes associated with mitral 
valvular disease were studied in an almost consecutive 
group of 50 patients who had cardiac catheterization 
before surgery. In 46 of these patients adequate 
roentgenograms were available. Although the plain 
chest roentgenograms alone permitted a reasonably 
accurate estimation of the pulmonary hypertension, 
it was found that this was of little practical importance 
since the results following surgery were not related 
either to the degree of pulmonary hypertension or the 
prominence of the pulmonary vascularity. 

The lower border of the spleen was visible on the 
chest roentgenograms in only one-half of the patients. 
In one-third of these the spleen was somewhat en- 
larged. In some patients a definite change in the 
size of the spleen was observed postoperatively; it 
usually paralleled the change in the size of the heart. 

—T. Leucutia, M.D. 


Determination of Success After Mitral Valvotomy; 
Role of Circulatory Obstruction of the Myocardium 
and of Other Factors. Patrick Mounsey. Brit. M. 7., 
1957, 2: 311. 


THE AUTHOR reviews in detail the preoperative and 
postoperative statuses of 100 patients subjected to 
mitral valvotomy. The follow-up period was from 2 to 
6 years. He reports that success after mitral valvulot- 
omy was related to the degree of surgical success in 
removing obstruction to the blood flow through the 
mitral valve. He considers a valve with a long diameter 
of between .75 and 1 cm. as the critical size, and with 
one above this the symptoms from the stenosis are 
minor. Therefore, a valvulotomy that enlarges this 
valve beyond the critical level will give good improve- 
ment. However, if the enlargement is only just beyond 
this critical level, this improvement may be short- 
lived as continuing fibrosis and involvement of the 
valve may again bring the orifice down to the critical 
level. However, if the valve is opened widely, i.e., be- 
tween 2.5 and 3 cm., it will be able to withstand some 
continued disease without again approaching the 
critical level. 


A review of his cases shows that those patients who 
presented only modest success of the valvulotomy may 
have had much benefit, but after 2 years their con- 
dition may deteriorate. However, some with an ex. 
cellent result from valvulotomy may maintain their 
benefit throughout the entire period of 6-year follow. 
up. When the mitral valves are calcified in addition to 
the fusion of the commisures, the rigidity of the cusps 


interferes with function and produces stenosis by it. | 


self. In long-term follow-up, most of the patients with 
heavily calcified valves presented disappointing re- 
sults. This was true particularly of those who had 
calcified valves plus moderate incompetence. In the 
one patient with severe aortic stenosis who underwent 
valvulotomy, left ventricular failure and death fol- 
lowed soon after. 

Patients with evidence of pulmonary hypertension 
have reacted to valvulotomy in a manner quite 
similar to those who did not have evidence of this 
complication. Postoperative results do not seem to be 
unduly influenced by the presence of associated 
mitral incompetence in the absence of a heavily cal- 
cified mitral valve. In this series there were 4 deaths 
in the immediate postoperative period, 2 patients 
dying because of embolism and 2 because of technical 
accidents. — Ward D. O’ Sullivan, M.D. 


Pericardial Fat Necrosis; Report of 3 Cases. Rosert 
C. Jackson, O. THeron Ciacert, and Joun 
McDonatp. 7. Thorac. Surg., 1957, 33: 723. 


EXPLORATORY THORACOTOMY is frequently the most 
expedient or the only method available to establish a 
definitive diagnosis of pericardial fat necrosis. Three 
clinically indeterminate chest lesions were surgically 
excised and these cases are reported because of their 
unusual nature. 

They were found to be cases of fat necrosis involving 
the parietal pericardial fat. To the best of the authors’ 
knowledge, these cases represented a previously un- 
described clinicopathologic entity. All of the patients 
presented clinically with acute anterior chest pain, 
and their thoracic roentgenograms demonstrated a 
lesion in juxtaposition to the heart. Histologically, the 
surgical specimens demonstrated the usual picture of 
fat necrosis and, in addition, abnormalities of some of 
the blood vessels. These vascular changes were dem- 
onstrated in fat necrosis at other sites and are believed 
to be secondary in nature. 


Three Surgically Treated Cases of Aortic Stenosis and 
Coexisting Coarctation of the Aorta (Text in Greek). 
D. P. Lazaripes, E. Pappas, and D. F. Downie. 
Acta chir. Hellen., 1957, 4: 558. 


THE AUTHORS describe three cases of coexisting severe 
coarctation of the aorta and severe aortic valvular 
stenosis in 2 males 14 and 19 years of age and in! 
female 7 years of age. In all 3 patients, the diagnosis 
of congenital heart disease had been made in early 
infancy. The symptoms ranged from dizziness, mild 
headache and numbness of the lower extremities, of a 
few months’ duration, to mild to moderate exertional 
dyspnea, present for a few years before surgical treat- 
ment was undertaken. 

All of the patients had engorged neck veins, apical 
systolic thrill and murmur present over a wide area 
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the chest, and harsh aortic systolic murmur and thrill 
radiating to the neck vessels. Only the 19 year old 
man, the oldest patient in the series, had an apical 
diastolic murmur of low intensity, and he was the 
only patient in whom the ductus arteriosus was found 
to be nonfunctioning at the time of operation. The 
femoral pulses were absent in 1 patient and very weak 
in the other 2, while in all 3 patients the blood pres- 
sure was unobtainable in the lower extremities and 
was lower in the left than in the right arm by 10 to 20 
millimeters of mercury. 

Only the 14 year old patient had catheterization of 
the left side of the heart which showed a preopera- 
tive pressure of 176 millimeters of mercury systolic 
and 12 diastolic in the left ventricle. After the opera- 
tion it became 136 millimeters of mercury systolic and 
11 diastolic. The other 2 patients had catheterization 
of the right side of the heart. Preoperative roentgeno- 
grams of the chest showed moderate cardiac enlarge- 
ment in all 3 cases. 

At operation, resection of the stenotic portion of the 
aorta and end-to-end anastomosis were done. Resec- 
tion of the patent ductus was carried out in the 2 
cases in which the duct was patent. Aortic valvular 
dilatation was done next by the transventricular 
route. All 3 patients withstood the operation well. In 
only 1 patient the systolic pressure, which was ob- 
tained in the left arm, dropped from 100 to 60 milli- 
meters of mercury for a few minutes immediately 
after the coarctation had been resected and the con- 
tinuity of the aorta re-established. 

The authors believe that, hemodynamically, the 
one anomaly compensates in part for the other, and 
when one is corrected, the other has to be corrected at 
the same time. Thus one avoids reduced blood flow 
in the coronary circulation, which occurs when only 
the coarctation is corrected and the pressure in the 
aorta is reduced, or a dangerous increase in the sys- 
temic blood pressure of the head and neck if only the 
aortic stenosis is relieved. Also, the order in which the 
anomalies were corrected—coarctation, patent duc- 
tus, and aortic stenosis—seems to be one that does no 
harm to the patient. 

—Nicholas 7. Demetrakopoulos, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Membranous Type of Esophageal Stenosis (Die Mem- 
branstenosen des Ocsophagus). WERNER Haac. 
Thoraxchirurgie, 1957, 5: 1. 

THE AUTHOR states that of the many types of benign 

and malignant stenoses of the esophagus, the less well 

known type is characterized by the formation of a 

membrane which narrows the lumen of the gullet in a 

diaphragmlike fashion. These membranous types of 

stenoses are considered to be residuals of esophagitis or 
ulcers of the esophagus which have healed with the 
formation of submucous scar tissue. 

Esophagitis and ulcers of the esophagus are usually 
sen with regurgitation of the gastric contents into the 
tsophagus. Less frequently they occur in areas where 
¢ctopic gastric mucosa can be demonstrated. Esopha- 
geal stenosis has been seen in patients with the Plum- 
mer-Vinson syndrome. Ectopic gastric mucosa was 
Present in one of the 2 cases reported in the article. 
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The location of the web was in the distal esophagus, 2.5 
fingerbreadths above the hiatus. 

The process of healing is characterized by marked 
submucous fibrosis leading to stenosis of varying de- 
grees, ranging from a plica to a web. 

Esophagoscopy is frequently noncontributory to the 
diagnosis, although the esophagoscopy report of one 
patient revealed that 13 cm. from the dental margin 
a valvelike stenosis could be observed. It extended from 
the right side nearly to the opposite wall, leaving only 
a small opening through which a bougie No. 9 could 
just be passed. The upper surface of the membrane 
showed a white color and linear scarlike striae. The 
undersurface was covered with polyplike mucosal 
cushions, which could be demonstrated by pulling the 
margin of the web upwards. This lesion was present in 
the distal third of the esophagus. 

X-ray examination is essential for making the diag- 
nosis. 

After a brief review of the methods of treatment as 
described in the literature, the author recommends 
resection of small wedges of the space-occupying lesion 
through a longitudinal incision in the anterior wall of 
the esophagus, as used in the one case in which opera- 
tion was done. 

Patients should be followed up with roentgenogra- 
phy in the postoperative period and dilatations of the 
esophagus should be instituted, if necessary, as early 
as possible. —H. Gans, M.D. 


Experiences with Tubed Pedicled Grafts in Eso- 
phageal Reconstruction Following Resection for 
Carcinoma. Eucene M. Bricker and Tuomas H. 
Burrorp. Ann. Surg., 1957, 145: 979. 


CuRE OF CARCINOMA of the esophagus is difficult to 
achieve. Surgery offers the most certain pathway to 
cure, and because of the nature of the lesion radical 
surgical methods are invoked. The authors present 16 
patients subjected to radical surgical procedures with 
simultaneous, or subsequent reconstructive measures. 
A large part of the article is devoted to the case re- 
ports, and a very candid appraisal of the results ap- 
pears at the termination of the paper. Line drawings 
are presented to illustrate the technique, and x-ray 
reproductions, and gross photographs of head and 
neck are appended to show the outward appearance 
after reconstruction. 

The majority of patients studied harbored a carci- 
noma of the upper esophagus. Three had strictures as 
the result of lye burns. In all of the cases some portion 
of the esophagus was resected, but in many with carci- 
noma near the cricoid, the operation was extended to 
include the larynx, thyroid, and bilateral lymph node 
dissection. The operative approaches varied. 

A cervical approach was used frequently, but often 
a combined cervicothoracic approach was necessary. 
The reconstruction method hinged about the develop- 
ment of an immediate, or delayed skin tube from the 
left cervicothoracic region, which was sutured to the 
remaining thoracic esophagus or the stomach, to fit 
the extent of the resection. 

Of the 12 patients resected for carcinoma, one sur- 
vived 7 years, one for 5 years, 2 for 2 years, and one 
for 10 months. The remainder of the 12 did not survive 
operation. 
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The authors believe that radical surgical removal is 
justified, but that a satisfactory method of reconstruc- 
tion has not as yet been found. They did show that a 
skin tube could act as an adequate conduit for food in 
some cases. Skin tubes long enough to reach to the dia- 
phragm could be prepared. An adequate blood supply 
at the region of the anastomosis of the graft and viscus 
is essential. 

In the absence of obvious metastases a ‘medical’ 
neck dissection was done at the time of esophagectomy. 
This removed the lymph nodes medial to the carotid 
arteries. Laryngectomy was thought to be indicated if 
the lesion was closer than 6 cm. to the cricoid region. 
Thyroidectomy added to the completeness of the 
block dissection. 

Stenosis of the anastomotic site may be a complica- 
tion. This can negate a good result. The most frequent 
factors responsible for this situation are: (1) a com- 
promised blood supply, (2) acid peptic digestion, and 
(3) asmall lumen at the anastomotic site. Other com- 
plications noted are: (1) aspiration of air into the 
stomach from the cervical cleft, (2) regurgitation, 
(3) hypothyroidism, (4) peptic digestion, and (5) 
tracheostomy. 

The authors attempted to devise a radical method 
for complete removal of carcinoma of the cervical 
esophagus and to re-establish function by pedicled tube 
reconstruction. They believe that adequate removal of 
upper esophageal lesions should include total esoph- 
agectomy, laryngectomy, and regional lymph node 
dissection. One stage pedicled tube reconstruction has 
been unsu A —R. L. Lawton, M.D. 


The Concept of Mediastinal Pain. Joun ANDERSON and 
C. R. Boucuton. Brit. M. F., 1957, 1: 1490. 


THE AUTHORS contend that chest pain can arise from 
the involvement of several different pain-sensitive 
structures in the mediastinum by various pathological 
processes, and the resulting patterns of pain may cause 
considerable difficulty in diagnosis. A number of case 
reports are included to illustrate the various mechan- 
isms involved and also to show variations in the sites 
of pain reference. Neoplasms of the bronchus may 
present with a sudden, excruciating, central chest 
pain which radiates up into the neck and jaw and 
down to the arms. This may be mistaken for myocar- 
dial infarction, but bronchial neoplasms with medias- 
tinal involvement present the significant addition of a 
component of pain radiating up into the head, scalp, 
face, and ears. The pain is repeated at longer or 
shorter intervals. 

When the mediastinal lymph nodes are involved by 
reticulosis, sarcoidosis, tuberculosis, or secondary neo- 
plasm, severe chest pain may be present with the 
significant diagnostic feature of radiation into the 
head and face. Obvious enlargement on the chest 
roentgenogram may not be apparent for weeks or 
even months. The pain associated with myocardial 
infarction may be experienced at first in one of the 
peripheral sites of radiation, such as the thumb, hand, 
or elbow. Respiratory movements very occasionally 
may aggravate the pain of myocardial infarction. 
Radiation of pain to the fourth to eighth cervical der- 
matomes arising from spondylosis may superficially 
resemble the pain of myocardial ischemia. 


Pericarditis is often ‘painless and a loud pericardial 
friction rub may be present without any discomfort to 
the patient. However, acute nonspecific pericarditis 
may be very painful with a distribution of pain similar 
to that of myocardial infarction. The pain is fre- 
quently aggravated by respiration, and in the pres- 
ence of a large effusion, a dull retrosternal pain is 
often described. 

Aneurysms of the thoracic aorta may give rise to 
pain in the chest, especially if they enlarge rapidly or 
press on pain sensitive structures. Intense, boring pain 
may be experienced when pressure on the spine or 
ribs occurs with resultant erosion of bone. The pain of 
dissecting aneurysms is excruciating in nature and 
may be accompanied by paresthesia of the limbs. 

Esophageal pain is usually felt deep in the chest. 
When the underlying pathology is merely spasm, an 
acute, constricting sensation is present which rises 
rapidly to considerable discomfort and then dies away 
slowly. Such pain originates in muscle spasm of the 
esophageal wall. Esophagitis due to reflux of the gas- 
tric contents in the presence of a hiatus hernia will 
manifest itself by a burning sensation at the lower end 
of the sternum deep in the chest, particularly after the 
ingestion of very hot liquids. This sensation spreads 
laterally around the thorax and sometimes upward 
into the root of the neck. When the esophagus is torn 
by violent efforts to vomit and there is extravasation 
of its contents into the mediastinum, and usually into 
the pleural cavity, a sudden and severe pain is felt in 
the lower chest and epigastrium, and sometimes in the 
shoulder. The pain is intense and there is accompany- 
ing collapse and shock. The pain originates in irri- 
tation of the lower mediastinal structures and the 
diaphragmatic pleura, and is felt mainly in the epi- 
gastrium. 

Patients with mediastinal pleurisy and emphysema 
may experience sudden and usually severe pain retro- 
sternally with radiation into the neck and arms. This 
pain is usually made worse by taking a deep breath or 
coughing. Subcutaneous emphysema above the clavi- 
cles usually will develop and crepitation is heard near 
the sternum on auscultation. The cause of the pain is 
the escape of air into the mediastinum, and the severe 
central chest pain which is sometimes felt in spon- 
taneous pneumothorax probably has a similar origin. 

Similar pain distributions can be produced by vari- 
ous pathological lesions involving the mediastinal 
tissues, but malignant growths more frequently refer 
pain to the face and head than do other mediastinal 
lesions such as myocardial infarction. Frequently, it 
is only after observation of the patient over a period of 
time that the cause of mediastinal pain becomes 
apparent. — James H. Holman, M.D. 


Experience with Mediastinal Tumors (La nostra espe- 
rienza in tema di tumori del mediastino). R. Latran- 
“> Russo, and C. De Luca. Chir. torac., 1956, 


THE AUTHORS review their experience with 27 cases of 
mediastinal tumor. In this series 21 patients had sub- 
sternal goiters, all of which were successfully removed 
through the neck. The remaining 6 true mediastinal 
tumors consisted of one each of the following—tera- 
toma, neurinoma, fibrolipoma, hamartoma, and 2 
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echinococcus cysts. The age of the patients varied 
from 10 to 41. There were 5 women and 1 boy. 

Three tumors were situated in the posterior medi- 
astinum (echinococcus cysts and neurinoma) and 3 
in the anterior mediastinum (hamartoma, teratoma, 
fibrolipoma). The commonest symptoms were local 
pain and cough. In every case it was possible to diag- 
nose the location of the tumor preoperatively. Bron- 
chography and tomography were valuable diagnostic 
aides. —George L. Nardi, M.D. 


On 2 Cases of Mediastinal Lymphangioma (A propos 
de deux cas de lymphangiomes du médiastin), RENE 
FonTAINE, CLAUDE and Réne KIeEny. 
Poumon, 1957, 13: 257. 


Two PATIENTS with lymphangiomas in the mediasti- 
num are presented. One man, 29 years of age, was 
asymptomatic. Roentgenogram of the chest showed a 
mass arising from the left upper border of the heart 
and located in the anterior mediastinum. The other 
man, 42 years of age, was subject to vertigo but had no 
other symptoms. The roentgenogram showed a mass 
overlying the right diaphragm. Both of the tumors 
were extirpated uneventfully. The vertigo disappear- 
ed 


Mediastinal lymphangiomas are rare. Their prefer- 
ential location is at the right and in the inferior 
portion of the mediastinum. The authors do not be- 
lieve that these tumors represent degenerated thymic 
tissues, a theory which has been advanced by some 
workers. Symptoms are usually absent or minimal; 


‘cough, dyspnea, or chest pain have been described. 


One case of chylothorax due to involvement of the 
thoracic duct has been reported. The treatment is 
surgical. Occasionally, an intimate relationship with 
the great vessels necessitates incomplete removal of 
the lymphangioma. Supplementary roentgenotherapy 
may then be employed. —Jonas Brachfeld, M.D. 


MISCELLANEOUS 


The Treatment of Ventilatory Insufficiency by Tra- 
cheostomy and Artificial Ventilation; a Study of 61 
Thoracic Surgical Cases. Vixinc OLov Bj6rK and 
Cart-GunnarR Encstr6Om. 7. Thorac. Surg., 1957, 34: 
228. 


SIXTY-ONE CLINICAL CASES involving various causes of 
inadequate ventilation were the source of the ob- 
servations made in this study. 

Either a decreased ability to perform respiratory 
work or an increased respiratory work load can produce 
ventilatory insufficiency, and usually in the clinical 
situation a combination of these factors is present. In 
each patient a tracheostomy was performed and then 
ventilation was aided or completely accomplished by 
the use of the Engstrém respirator. 

The clinical cases were divided into the following 
categories: those due to (1) paradoxical movement 
of the chest wall, (2) massive infiltration of the 
pulmonary parenchyma, (3) minimal pulmonary 
parenchyma or extensive operation, (4) restriction 
of chest wall motion, (5) pulmonary edema, and 
(6) cerebral injury. Three patients were in the first 
group and, of these, 2 made a good recovery; of the 
10 in the second group 9 recovered; of the 34 in the 
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third group 24 recovered. There were 9 in the fourth 
group and 7 of these recovered; of the 3 in the fifth 
group 2 recovered. Two patients were in the sixth 
group with no recoveries. 

The authors conclude that these results indicate 
that this mode of therapy offers considerable promise 
in patients in whom there is hope of altering the 
underlying conditions responsible for the ventilatory 
insufficiency. Particularly, they have found it helpful 
in the patient with widespread disease which can be 
improved by resection but in whom the postoperative 
period is fraught with the great danger of ventilatory 
insufficiency. They also believe that although they 
have no recoveries among the cases due to cerebral 
injury, this group offers a challenge since the method 
has been successfully applied in cases of severe bar- 
biturate poisoning and bulbar poliomyelitis. 

—Robert W. Williams, M.D. 


Unilateral Pulmonary Artery Occlusion in Man; 
Control Studies. BERNARD L. BRorMAN, BERNARD L. 
Cuarms, Paut M. Koun, Joun Exper, and Others. 
J. Thorac. Surg., 1957, 34: 206. 


THESE WORKERS were stimulated by Carlens’ report of 
a method for producing temporary occlusion of one 
pulmonary artery and developed a triple lumen car- 
diac catheter with an inflatable cuff over the middle 
lumen. This catheter was used in 20 dogs in which one 
pulmonary artery was occluded by inflating the bal- 
loon with the catheter in place. They found that in 
the typical experiment there was no change in the 
electrocardiogram or in the aortic pressure associated 
with the occlusion of one pulmonary artery. There 
was a slight sustained rise in the pulmonary artery 
pressure proximal to the occlusion but disial to the oc- 
clusion the pressure fell to pulmonary capillary level. 

In view of the satisfactory results obtained, the 
method was extended to human beings and the results 
of some 100 such studies form the data for this article. 
It was demonstrated that in the essentially normal 
individual the following findings are to be expected 
with occlusion of one main pulmonary artery: 

1. There is a slight but definite rise of the pressure 
within the main pulmonary trunk. This rise is some- 
what greater during systole than diastole. Exercise 
and breathing of 100 per cent oxygen while one pul- 
monary artery is occluded tended to lower the pres- 
sure in the main pulmonary trunk. 

2. There is little change in systemic arterial pressure 
when one pulmonary artery is occluded. 

3. There are no significant changes in arterial oxy- 
gen saturation following the occlusion of one pulmon- 
ary artery even with moderate exercise. 

4. The difference between mixed venous blood oxy- 
gen saturation and arterial oxygen saturation is un- 
changed by occlusion of one main pulmonary artery. 

5. There is no significant change in oxygen con- 
sumption with occlusion of one pulmonary artery. 

6. There is no constant change in the minute vol- 
ume. 

7. The ratio of oxygen consumption to minute vol- 
ume also did not demonstrate persistent changes 
with one pulmonary artery occluded. 

8. There were no significant alterations produced 
in the heart rate. 
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9. The pulmonary artery pressure distal to the point 
of occlusion fell to about the pressure present in the 
pulmonary vein, capillary bed, and left atrium. The 
term lacunar is applied to this space since it is felt that 
circulation within this is much slowed. 

A discussion of the hemodynamic effects of the oc- 
clusion show that these effects tend to fit in with the 
findings in patients who have undergone pneumonec- 
tomy. It is also pointed out that usually the existence 
of pulmonary hypertension does not indicate that the 
limits of distensibility of the lung have been reached. 
The problems of pulmonary embolism and pulmonary 
infarction are discussed in the light of the findings ob- 
tained by occlusion of the single pulmonary artery, 
and the difficulties in explaining events following pul- 
monary embolism are brought out. The concept of 
feed-back via the bronchial artery and the concept of 
the critical closing pressure governing the pulmonary 
blood flow are further strengthened. The use of this 
study in determining the tolerance of the patient for 
pulmonary resection is to be the subject of further 
reports. —Robert W. Williams, M.D. 


Traumatic Lesions of the Diaphragm (Contributo allo 
studio delle lesioni traumatiche del diaframma). F. 
Derw, L. Bruno, F. STeLvaccr. Chir. torac., 1956, 9: 
924. 


From 1951 to 1956, 5 patients with traumatic injuries 
of the diaphragm were admitted to the Surgical 
Clinic of the University of Bari. Two of the patients 
suffered “‘closed”’ diaphragmatic injuries as a result of 
a truck and a motorcycle accident. Three suffered 
“open” injuries from stab wounds—two were received 
through the chest and one transabdominally. 

In all cases surgery was instituted after proper re- 
suscitative measures. The diagnosis may be frequently 
masked by associated injuries, but air hunger is a clue. 


Left sided injuries are more frequently encountered 
than right sided ones. X-rays are a valuable diagnostic 
aid. —George L. Nardi, M.D. 


Rupture of the Diaphragm in Major Thoracoab- 

ominal Contusions (La rupture du diaphragme dans 

les grandes contusions thoraco-abdominales). Jean 
Moreaux. 7. chir., Par., 1957, 74: 56. 


RUPTURES OF THE DIAPHRAGM are discussed on the 
basis of a series of 349 cases, of which 25 were per- 
sonal observations. These ruptures occurred as a re- 
sult of major thoracoabdominal contusions, particu- 
larly in traffic accidents. Sudden intra-abdominal 
hypertension ruptures the muscle and a large defect 
often radiates from its spinal insertion. 

Most often, it is the left hemidiaphragm which 
ruptures. Of 299 ruptures on the left side, 119 were 
discovered in the immediate posttraumatic period, 
26 were superimposed upon visceral injuries, and 13 
were associated with a diaphragmatic hernia which 
had immediately become strangulated. Forty patients 
died without surgical intervention and 79 were oper- 
ated on with a mortality of 34 per cent. 

The right hemidiaphragm rarely ruptures, and of 
46 cases only 13 were discovered in the immediate 
postoperative period. Simultaneous rupture of both 
leaves of the diaphragm is rare and was observed in 
only 4 cases. 

Rupture of the diaphragm thus deserves a place in 
the study of major thoracoabdominal contusions. Too 
often it is overlooked and may contribute to death be- 
cause of the cardiorespiratory difficulties which it 
causes. In patients with major injuries who are in 
shock and dyspneic, emergency roentgenographic 
study will permit detection of a diaphragmatic hernia 
and lead to surgical correction without delay. 

— Jonas Brachfeld, M.D. 
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GASTROINTESTINAL TRACT 


Nature of the Hypoproteinemia Following Partial 
Gastrectomy. H. Sunzev. Acta. chir. scand., 1957, 113: 
14. 


OPERATIVE MEASURES may be followed by protein 
metabolism disorders such as hypoproteinemia and 
increased urinary nitrogen. The hypoproteinemia has 
been attributed to disturbed synthesis in the liver, to 
excessive administration of electrolytes and water, 
and to loss of blood during operation. Because no gen- 
eral agreement is found as to the cause of postopera- 
tive hypoproteinemia, the author has studied the in- 
cidence and degree of postoperative serum protein 
deficiency with particular regard to the role of hem- 
orrhage. 

In the Surgical Department II of Sahlgrenska 
Sjukhuset, University of Gothenburg, Sweden, 586 
patients underwent partial gastrectomy for duodenal 
or gastric ulcer during 1953, 1954, and 1955. From 
this group, 59 patients were selected for this study be- 
cause: (1) they were in good health and did not suf- 
fer from heart, lung, or renal disease, (2) their pre- 
operative blood picture and water balance were nor- 
mal, (3) their postoperative course was free of com- 
plications, and (4) they were examined regularly 
postoperatively with regard to fluid and electrolyte 
balance, hemoglobin, and serum protein concentra- 
tion. 

All tests were carried out on a fasting stomach and 
before parenteral fluids were administered. Hemo- 
globin concentration was determined spectophoto- 
metrically, serum protein concentration was tested 
with the biuret method (Lehmann), chloride was 
tested with the mercurimetric method (Brun), and the 
chloride and water balance were plotted graphically 
on the lines of Moore and Ball. 

The serum protein concentration was found to de- 
crease in all cases, successively during the first 5 post- 
operative days and then it began to rise. The lowest 
values, with a decrease of almost 15 per cent, were 
reached on the fourth or fifth day. 

The postoperative hemoglobin concentration rose 
the first 2 days, fell on the third and fourth days, and 
rose again on the fifth and sixth days, but it did not 
reach preoperative levels. 

Cellular and plasma elements of the blood are both 
lost because of hemorrhage, and in order to determine 
ifthe decreased serum protein was attributable to the 
loss of blood, the correlation between the serum pro- 
tein and the hemoglobin concentration was charted. 
The two values did not correlate, so further analysis 
was superfluous. A decrease of around 10 per cent in 
serum protein concentration was associated as often 
with a rise as with a fall in hemoglobin concentration. 

Excessive parenteral saline solutions or retention 
can result in a fall of the serum protein concentration; 
therefore, the water and chloride balance was exam- 
ined. There was some degree of water retention dur- 
ing the first 2 postoperative days, followed by an in- 
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creased urinary output. As a result of decreased renal 
output, the chloride balance was positive during the 
first 3 postoperative days. 

The results of the author’s study suggest that the 
decrease in serum protein concentration cannot be at- 
tributed to dilution, even though there is some post- 
operative retention of electrolytes, but to a true re- 
duction in the circulating blood protein. 

At operation the patient loses serum proteins 
through hemorrhage and a considerable amount is 
lost during partial gastrectomy. Fretheim studied 
postoperative hypoproteinemia in a series of patients 
operated upon for ulcer and concluded the hypopro- 
teinemia resulted from loss of blood during the opera- 
tion. In the present series blood was replaced at oper- 
ation, but the correlation diagram showed that the 
reduced serum protein concentration could not be 
attributed to hemorrhage. Efskind agrees with this 
conclusion. 

Other theories for the reduction in serum protein 
concentration are diminished synthesis or losses. 
Serum proteins have recently been shown to be 
formed prior to tissue proteins and neither a diet de- 
ficient in calories nor starvation affects the concentra- 
tion of serum protein during the first week. 

Because of an increase in capillary permeability, an 
exudate rich in proteins is formed from plasma in the 
operative area. This exudate forms during the first 12 
hours and resorption commences after 48 hours. De- 
spite resorption the serum proteins continue to de- 
crease and therefore the character of the operative 
proteinemia does not suggest the decrease to be due 
solely to the loss of plasma. 

The reduction in blood proteins occurs during the 
catabolic or adrenergic cortical phase after operation, 
and the author believes that in all probability the 
proteinemia is the result of an increased catabolism. 

— David E. Hallstrand, M.D. 


Gastrectomized 
Peptic Ulcer Patients with Postcibal Symptoms. S. 
J. Vurari and O. Castrén. Ann. med. exp. fenn., 1957, 

THE PROTEOLYTIC ENZYME, urinary pepsinogen, which 
is excreted from the kidneys and is active in the acid pH 
range, seems to be identical with gastric pepsinogen 
secreted by the glands in the gastric mucous mem- 
brane, part of which enters the blood stream and is 
transported to the kidneys. 

The normal excretion of uropepsin is considered to 
be 20 to 40 units per hour. Following total gastrec- 
tomy no uropepsin excretion is detected in the urine. 
Also patients with achlorhydria and pernicious ane- 
mia do not excrete the enzyme in their urine. 

It has been stated that the uropepsin excretion 
parallels the gastric acid secretory activity, which has 
led to the opinion that the determination of urinary 
uropepsin might be of diagnostic value in peptic ulcer. 
Patients with such an ulcer have been found to have 
a high level of uropepsin excretion. 


Uropepsin Excretion in Partiall 
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One worker has reported that partial gastrectomy 
lowers the uropepsin excretion of patients with peptic 
ulcer, but a number of other workers have stated that 
there was no such effect on the excretion. 

An increase in the uropepsin excretion has been 
definitely established following the administration of 
corticotrophin, and there is also an increased uropep- 
sin excretion under conditions of stress. 

This particular study was undertaken by the au- 
thors to determine specifically whether the uropepsin 
excretion was affected by partial gastrectomy. Parti- 
cular attention was paid to patients with moderate to 
severe postcibal symptoms. The uropepsin excretion 
in partially gastrectomized patients with no postoper- 
ative symptoms and the excretion in subjects with no 
gastrointestinal symptoms were used for comparison. 
The method used for determining the urinary uropep- 
sin was that described by West and his coworkers, and 
the determinations were made on 24 hour urine sam- 
ples which had been collected with a toluene preserv- 
ative. 

In 15 patients with postcibal symptoms, the uropep- 
sin excretion averaged 73.4 units per hour and varied 
from 105.5 to 53.9 units. In 9 patients with no symp- 
toms following partial gastrectomy, the average urin- 
ary uropepsin excretion was 53.7 units per hour with 
the high 91.7 units and the low 36.6 units. In 4 pa- 
tients without gastrointestinal symptoms there was a 
variation from 63.4 to 30.7 units per hour with an 
average of 50.4 units. 

The highest normal urinary excretion of uropepsin 
is considered to be 40 units per hour, but marked in- 
dividual variations occur. The control cases in this 
study showed slightly higher than previously reported 
mean values for uropepsin excretion. 

The 9 partially gastrectomized patients without 
postoperative symptoms showed values of urinary 
uropepsin excretion in accord with the reports of 
workers that the operation does not alter such excre- 
tion. The average of 73.4 units per hour found in the 
patients with postcibal symptoms following partial 
gastrectomy was definitely higher than normal and 
Statistically significant. Asher and Gray have found 
conditions of stress to be associated with high levels of 
uropepsin excretion and that patients with postcibal 
symptoms frequently suffer from chronic stress. 

Cubberly ¢ al. have stated that anticholinergic 
drugs lower the excretion of uropepsin, while Asher 
has expressed an opposite opinion. According to Gray 
et al., vagotomy does not influence uropepsin excre- 
tion. In this study there was one case of vagotomy 
which had been performed 3 years previously for re- 
current ulcer. The uropepsin excretion was 57.8 units 
per hour. 

The authors found that uropepsin excretion in 15 
partially gastrectomized peptic ulcer patients with 
postcibal symptoms was 73.4 units per hour, which 
was definitely higher than that in 4 patients without 
gastrointestinal symptoms and also higher than that of 
9 partially gastrectomized peptic ulcer patients with- 
out any postoperative symptoms. The authors con- 
clude that the increased uropepsin excretion is due to 
chronic stress from the jejunal irritation and the 
labile psychic conditions. 

—David E. Hallstrand, M.D. 


The Development of Carcinoma of the Stomach in 
Patients with Duodenal Ulcer. Epwarp P. Ryay 


and Joun M. BEAL. Surgery, 1957, 42: 271. 


THE AUTHOR discusses the association of duodenal 
ulcer and carcinoma of the stomach. Abstracts of the 
records of 7 patients with this combination of diseases 
are presented and analyzed. The association of these 
two disease entities is seldom found. 

Six of the reported cases occurred in men, a sex 
ratio in keeping with the fact that both diseases are 
found more often in men than women. In 3 patients 
posterior gastroenterostomy had been performed for 
duodenal ulcer 11 to 36 years before carcinoma of the 
stomach occurred. The average age of the patients 
was 56.1 years at the time the diagnosis of carcinoma 
of the stomach was made. 

A review of the literature revealed 88 cases of co- 
existent carcinoma of the stomach and duodenal ulcer. 
Seventy patients were found in whom gastric cancer ap- 
peared after a surgical procedure for duodenal ulcer. 

Usually a long interval exists between posterior gas- 
troenterostomy for duodenal ulcer and the onset of 
gastric carcinoma. Secretory studies showed reason- 
able doubt that the presence or absence of free hy- 
drochloric acid is of significant etiologic importance. 
The establishment of the correct diagnosis is frequently 
delayed. This may result partially from the infrequency 
of the combined diseases. Difficulty in establishing the 
diagnosis without operation may also be a factor. The 
findings would suggest that prompt operative interven- 
tion is needed if a gastric lesion is detected following 
gastroenterostomy or gastric resection for duodenal 
ulcer. —Donald C. Geist, M.D. 


Carcinoma of the Stomach apis Two Years 
After Gastrectomy for Duoden cer (Text in 
Greek). P. CuryssospaTuis and G. Proxos. Acta chir, 
hellen., 1957, 4: 216. 


THE AUTHORS review the subject of carcinoma of the 
stomach following gastrectomy for duodenal ulcer 
having reported their case in detail in an earlier ar- 
ticle. The patient was a 42 year old man who devel- 
oped dysphagia one year after he had undergone gas- 
trectomy for duodenal ulcer. Roentgen examination 
showed carcinoma of the cardiac end of the stomach. 
On November 10, 1954, the authors performed a 
total gastrectomy through the thoracoabdominal ap- 
proach with the Roux-en-Y method of jejunoesopha- 
gostomy. 

The authors, reviewing the international literature, 
found 37 cases of carcinoma of the gastric remnant 
which developed, usually, 5 to 20 years after gastrec- 
tomy. In 14 of the 37 patients gastrectomy, either by 
the Billroth I or Billroth II method, had been per- 
formed for the treatment of duodenal ulcer and, in 
the rest, for gastric ulcer. The average age of the pa- 
tients at the time they were found to have the carci- 
noma was 40 to 60 years, but the authors mention 
that during this same age period the incidence of can- 
cer of the stomach in general increases. Thus, the gas- 
trectomy may have had nothing to do with the origin 
of the carcinoma. Also, the carcinoma appeared too 
long a time after the original gastrectomy to postulate 
that the carcinoma was present at that time and was 
overlooked. The authors mention various proposed 
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explanations for the development of cancer after gas- 
trectomy which are only conjectures. 

As far as the detection of the cancer is concerned, 
the following points are mentioned: (1) appearance of 
symptoms 1 or more years after the original operation, 
(2) dysphagia as a characteristic symptom, (3) posi- 
tioning of the patient in the Trendelenburg position 
during the roentgenographic examination, and (4) 
use of gastroscopy in doubtful cases. 

The authors conclude from their study of the cases 
reported in the literature that, before a definite inci- 
dence of the occurrence of cancer after gastrectomy 
can be established, a very large number of postgas- 
trectomy cases has to be followed for many years. 

—WNicholas 7. Demetrakopoulos, M.D. 


Generalized Intestinal Polyposis with Melanotic 
Plaques of the Lips, Oral Mucosa, and Fingers; 
Peutz-Jeghers Syndrome (Polyposis intestinalis gen- 
eralisata mit Melanoplakien der Lippen, oralen 
Mucosa und Finger; Syndrom von Peutz-Jeghers). 
R. RicutericH and H. J. KaurmMann. Schweiz. med. 
Wschr., 1957, 87: 552. 


THE DIFFERENT TYPES of intestinal polyposis may be 
classified as follows: 

1. Sporadic 

(a). Solitary polyps 

(b). Multiple polyps 

(c). Generalized intestinal polyposis 

(d). Generalized intestinal polyposis with ecto- 
dermal lesions, e.g., alopecia 

2. Hereditary (familial ia 

(a). Polyposis coli (Cripps) 

(b). Polyposis coli with mesenchymal lesions, 
€.g., osteomas, connective tissue tumors 

(c). Generalized intestinal polyposis with ecto- 
dermal pigmentation 

As polyps of the gastrointestinal tract have been 
shown in some instances to be precancerous lesions, 
these syndromes have been studied rather intensively 
during the past few years. 

Solitary adenomas of the rectum and colon are 
rather common, being found in 5 per cent of all 
autopsies. In other regions of the gastrointestinal 
tract, polyps are rare, particularly in the duodenum. 
In 1882 Cripps first described the familial occurrence 
of polyposis coli. Since then, more than 200 cases and 
about 50 families have been reported upon. This 
syndrome must be differentiated from pseudopolypo- 
sis, inflammatory polypoid growths (amebic dysentery, 
diverticulosis), and neoplastic growths such as seen in 
some patients with leukemia. The disease described by 
Cripps was characterized by the appearance of 
numerous polyps in the colon during adolescence or 
early adulthood. Rarely does it appear in children. 
The occurrence of multiple foci of malignant degenera- 
tion is frequent in these patients. 

In 1915 Peutz reported the occurrence of gener- 
alized gastrointestinal polyps ina family, the afflicted 
members of which had a characteristic pigmentation 
of the face, hands, and oral mucosa. Few additional 
cases were recognized until 1949 when Jeghers, 
McKusich, and Katz presented 10 families with the 
syndrome. More than 30 additional statistical studies 
have been reported since then. 
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Another related syndrome was described by Gard- 
ner in 1951. Of 51 living members of a family, 6 had 
the triad of polyposis coli, osteomas, and tumors of the 
subcutaneous connective tissue. The bone tumors 
were most prominent on the maxilla and mandible. 
The connective tissue tumors consisted of epidermal 
cysts, fibromas, and poorly circumscribed mesenchy- 
mal tumors. 

The different forms of gastrointestinal polyposis are 
not so easy to differentiate from one another as this 
discussion and classification may imply. Various in- 
termediate forms can be found which have the char- 
acteristics of more than one of the syndromes de- 
scribed. 

The triad of hereditability, pigmentation, and 
polyposis is known as Peutz’s triad. An analysis of the 
12 families which have been reported upon indicates 
that the disorder is probably caused by a dominant 
pleiotropic gene with high penetrance. Two closely 
coupled genes may also account for the familial oc- 
currence of this syndrome. The pigment distribution 
is fairly constant. It consists of very small irregular 
flecks of brown to bluish pigment on the lips, particu- 
larly the lower lip, as well as on the hard and soft 
palate and oral mucosa, but never on the tongue. 
Similar lesions can be found on the hands and feet, 
especially in the interdigital areas. The polyps are 
most commonly present in the jejunum: and ileum, 
this being the conditio sine qua non for the diagnosis 
of Peutz-Jeghers’ syndrome. The polyps may reach 
the size of an apple but are rarely larger. They have 
no unique histological characteristics. About 10 per 
cent of reported cases have exhibited malignant de- 
generation. However, if one considers the cases which 
were diagnosed on the basis of history, the figure of 
50 per cent malignant degeneration appears to be 
more accurate. This is the same rate of malignant 
degeneration as is seen in cases of polyposis coli. 

The polyps are present during childhood, and from 
this time on repeated complications due to their 
presence can occur. Intussusception and bleeding are 
the two complications occurring during childhood 
which require surgical intervention. Rectal prolapse 
is also seen. The past history of these patients reveals 
repeated episodes of acute upper abdominal pain 
representing bouts of intestinal invagination which 
remit spontaneously within 2 days. Complications in 
adults consist of episodes of intestinal obstruction and 
malignant degeneration of the polyps with stricture 
and bleeding. 

In treating patients with this disease, it should be 
remembered that, unlike patients with polyposis coli, 
they cannot be subjected to radical prophylactic ex- 
cision of the involved segments of the gastrointestinal 
tract. The disease is progressive in nature, and after 
the local excision of polyps, others may appear in the 
immediate area. The surgical treatment poses a prob- 
lem which is most difficult to solve. 

— JF. C. Rosenberg, M.D. 


Tumors of the Duodenum (Duodenaltumoren). F. 
Deucuer. Langenbecks Arch. u. Deut. Xschr. Chir., 1957, 
285: 134. 


THE AUTHOR, of the Surgical Department of the 
University of Zurich, Switzerland, discusses the tu- 
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mors of the duodenum and presents 9 pertinent cases 
observed at the hospital during the period from 1953 
to 1956. 

Duodenal primary tumors are rare although the 
old belief that the duodenum is immune against 
cancer is no longer tenable. The writer observed 5 
cases of benign tumors including 1 neurinoma, 2 
adenomas and 2 cases of polyposis. The clinical symp- 
toms were intestinal hemorrhage and pains in the 
epigastric area. Three of the tumors were extirpated 
with good results, in 2 cases no surgery was done. 

The carcinoid originates from chromaffin mucous 
membrane cells which contain serotonin. This hor- 
mone produces attacks of hypertension and skin flush 
besides watery diarrhea and increased peristalsis. It 
is questionable whether a carcinoid is a benign or 
malignant tumor. A case of carcinoid of the distal 
ileum with extensive peritoneal metastases is de- 
scribed. The presence of hydroxyindol acetic acid is 
pathognomonic for carcinoid. 

Malignant tumors include carcinoma and sarcoma. 
The author observed 6 primary carcinomas, 3 of 
which were located proximal to the papilla of Vater 
and were extirpated. Three infrapapillary carcinomas 
were inoperable. 

‘*Pseudotumors” include chronic ulcers, annular 
pancreas, transpyloric prolapse of the gastric mucosa, 
and other pathological processes. They may cause 
great diagnostic difficulties. 

— Werner M. Solmitz, M.D.. 


Antral Exclusion with Vagotomy for Duodenal Ulcer; 
Acid Secretory Studies on 50 Patients, WiLL1aM R. 
WADDELL and K. Bart ett. Ann. Surg., 
1957, 146: 3. 


THE CLINICAL sTATus of a group of 100 patients who 
had antral exclusion and vagotomy has been closely 
followed. Immediately after operation side effects of 
the operation, such as dumping, weight loss, diarrhea, 
anorexia, and attacks of vomiting, were troublesome 
in a number of patients. The condition of the majority 
of these patients improved rapidly and in the re- 
mainder slow improvement continued for months. 
Of the 81 patients that were followed up for 6 months 
or longer, 3 stated that, although benefited, they were 
not entirely satisfied with the operation. Four patients 
have diarrhea—2 of them drink excessive quantities 
of alcohol, 1 has chronic salmonella infection and 
pinworm infestation, and the fourth has ulcerative 
colitis, possibly on the basis of amebic infection. None 
of these patients is incapacitated by the diarrhea; 
3 of them are working and the fourth is the patient 
currently being treated for ulcerative colitis. Six pa- 
tients have a mild dumping syndrome controlled by 
the reduction of liquid volume and carbohydrate 
content of the meals. Weight loss has been a problem 
in 3 patients and in all 3 there are other disease 
processes that probably account for failure to main- 
tain weight. There have been no anastomotic ulcers. 
One patient had a perforation of his duodenum 3 
months after operation. The exact mechanism lead- 
ing to this accident was not established, but presum- 
ably a deep penetrating ulcer failed to heal and 
finally ruptured at the superior junction of the 
duodenum and pancreas. 


On the basis of this experience to date, it appears 
that with respect to nutritional problems and un. 
pleasant side effects of the operation, the behavior of 
this group of patients is similar to that of patients 
that have had vagotomy with posterior gastroenteros- 
tomy, or limited gastric resections with vagotomy. It 
therefore seems that the success of antral exclusion 
and vagotomy as a procedure for the definitive treat- 
ment of duodenal ulcer will depend on whether or 
not the ulcer-forming tendency is controlled perma- 
nently. The preliminary evidence presented indicates 
that the control of acid secretion is satisfactory during 
the 6 to 12 month period after operation. The passage 
of time, further clinical observation, and repeated 
secretory studies will eventually determine the place 
of this operation in the surgical therapy of duodenal 
ulcer.  — Benjamin Goldman, M.D. 


Acute Appendicitis in Infancy and Childhood; a 20 
Year Study in a General Hospital. Joun H. Foster 
and WituiaM H. Epwaros. Ann. Surg., 1957, 146: 70. 


From 1936 THROUGH 1955 at the Vanderbilt Univer- 
sity Hospital, Nashville, Tennessee, 358 children 
under the age of 13 years were treated for appendi- 
citis. During this period 489 operations for presumed 
appendicitis were carried out and in 27 per cent of 
these the disorder was of a nonappendical type. 

There is evidence that perforation occurs more 
often in infancy than in older children. Under the age 
of 4 years there was a perforation incidence rate of 75 
per cent; in the group aged 9 to 12 years the incidence 
rate of perforation was only 25 per cent. This may, 
however, have been related entirely to the longer 
duration (from onset of symptoms till time of laparo- 
tomy) of the disease in the younger group. Indeed, 
the group under 2 years of age had an average dura- 
tion of 114 hours; the 9 to 10 year old group had an 
average duration of 86 hours. There was no evidence 
whatsoever that perforation occurs more speedily in 
the infancy group: merely the data indicates that 
there is a greater likelihood of delay prior to surgery, 
that is, greater difficulty in diagnosis. 

In addition, the infant seems less able to localize 
any infection that follows perforation. In the group 
under 4 years of age, generalized peritonitis was pres- 
ent in 34 per cent of those with perforation; in the 5 
through 12 group the peritonitis was generalized in 
only 16 per cent of all those perforated. 

Regarding symptoms, about 12 per cent had no ab- 
dominal pain at all. Upon physical examination, 
however, tenderness (maximal in the right lower 
quadrant) could be elicited in 96 per cent and the 
authors continue to regard this finding with the great- 
est respect. Any child with tenderness in the right 
lower quadrant, otherwise not explainable, receives 
the benefit of an appendectomy. 

A McBurney incision was employed in 86 per cent. 
Drainage was established in 94 per cent of those with 
an appendical abscess, in 80 per cent of those with 
generalized peritonitis, and in about half of those 
with localized peritonitis. In the latter group, that is, 
those with localized peritonitis associated with a rup- 
tured appendix, the incidence of subsequent abscess 
formation was twice as great among those not drained 
as among those drained. Of 30 patients with appendi- 
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cal abscesses merely drained, half were subsequently 
appendectomized. Peritoneal cultures were not always 
tested, but when they were they yielded Escherichia 
coli most often. A fecalith was noted in only 25 per 
cent of all the removed appendices. 

Postoperative morbidity was not altered by anti- 
biotics in 224 patients with unruptured appendicitis 
treated by appendectomy, of whom half also received 
antibiotics. 

The mortality in the absence of appendical rupture 
was zero. Ruptured appendices, however, were asso- 
ciated with a mortality rate of 20 per cent in the 1936 
to 1940 era. By 1955 this rate had fallen to 3 per cent. 
There has been greater improvement in the actual 
management of ruptured cases than there has been in 
the prevention of rupture by earlier surgery. Thus, the 
incidence of rupture has changed but little, that is, it 
was 44 per cent in 1940 and 37 per cent in 1955. With 
a zero mortality in those without rupture, early ex- 
ploration certainly seems justified. 

—Everett Shocket, M.D. 


Some Features of Hirschsprung’s Megacolon (Ueber 
einige Besonderheiten beim Hirschsprungschen Mega- 
colon). H. GeLeke. Chirurg, 1957, 7: 289. 


HirsCHSPRUNG’S DISEASE is understood to refer to the 
congenital form of megacolon with a narrow, aperistal- 
tic and aganglionic intestinal segment distal to the 
dilatation. Megacolons which do not fulfill all of these 
four criteria are not examples of Hirschsprung’s dis- 
ease. The treatment of Hirschsprung’s disease is 
surgical. Two methods are applied: (1) resection of the 
narrow segment with subsequent anastomosis of the 
corresponding intestinal segments, and (2) longi- 
tudinal myotomy of the narrow segment, analogous to 
the method of Ramstedt in the surgery of pyloro- 


spasm. 

MAt the University Clinic of Géttingen all of the 
authentic cases of Hirschsprung’s disease have been 
treated since 1951 by resection of the narrow, aperis- 
taltic, aganglionic intestinal segment according to 
Swenson’s technique. No complications are reported. 
All patients are considered cured. 

The disputable point in Swenson’s technique is a 
possible disturbance of the male sexual function due to 
an injury of the pelvic nerve plexus. The follow-up 
data of the patients who have been operated upon 
show no such disturbances. This fact eliminates the 
last objection to the Swenson’s technique in the surgical 
treatment of Hirschsprung’s megacolon. 

Three cases are discussed and illustrated. 

—Victor R. Fablokow, M.D. 


Bleeding in Colonic Diverticulitis, Jack E. Mostey, 
Matcoim B. Docxerty, and Joun M. Waucu. Am. 
J. Surg., 1957, 94: 44. 

DETALED PATHOLOGIC, CLINICAL, AND FOLLOW-UP 

STUDIES were made on 31 patients who underwent 

surgical treatment at the Mayo Clinic for colonic 

diverticulitis associated with bleeding and on one pa- 

tient who died from myocardial infarction 2 weeks 

> massive rectal bleeding accompanying diverticu- 
tis, 

_ Hemorrhage is a proved complication of diverticu- 

litis. Although it is relatively rare, it must be con- 
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sidered in the differential diagnosis from rectal bleed- 
ing. The bleeding arises from ulceration of the affected 
colonic wall or ulceration within one or more di- 
verticula. 

The bleeding is usually small or moderate in 
amount, is frequently recurrent over long periods, and 
is usually associated with other symptoms of diverticu- 
litis. It is difficult to differentiate bleeding due to di- 
verticultis from that due to neoplasm, and both dis- 
eases may occur simultaneously. 

The physical findings in “bleeding diverticulitis” 
are not characteristic. Roentgenologic and procto- 
scopic examinations are helpful in establishing a diag- 
nosis, but neither should be considered infallible. 

In patients with diverticulitis, the complication of 
hemorrhage can be treated conservatively in many in- 
stances, provided that no doubt exists concerning the 
diagnosis. 

Surgical resection of the affected colon is justified in 
patients who have recurrent or uncontrollable hemor- 
rhage, in those in whom the presence of a neoplasm 
cannot be excluded, and in those who have indications 
for operation other than hemorrhage. 


Local Recurrence of Carcinoma After Anterior Re- 
section of the Rectum and the Sigmoid; Relation- 
ship with the Length of Normal Mucosa Excised 
Distal to the Lesion. Eric P. Lorcren, Joun M. 
Waucu, and Matcotm B. Dockerty. Arch. Surg., 
1957, 74: 825. 


AstTupy was made of 108 locally recurrent carcinomas 
which developed after the operation of anterior re- 
section for carcinoma to determine whether a relation- 
ship exists between the length of normal mucosa ex- 
cised distal to the original lesion and the subsequent 
recurrence. No strikingly significant relationship was 
found in a comparison of 97 of the available original 
specimens with the lesions from 102 patients who sur- 
vived 5 years after anterior resection. 

Other factors concerned in local recurrence of such 
lesions were considered. Lymphatic invasion in ad- 
jacent tissue is of importance, as evidenced by the 
fact that the incidence of lymphatic invasion among 
recurrent lesions was 16 per cent higher than it was 
among nonrecurrent lesions. Yet the results of this 
study cast doubt on lymphatic invasion as a major 
factor in recurrence of malignant lesions in this loca- 
tion when it was demonstrated that the incidence of 
recurrences at the suture line was independent of the 
presence or absence of nodal invasion. The fact is 
noteworthy that in this study the situation of recur- 
rent lesions was closer to the anus than that of lesions 
among surviving patients, particularly when it was 
found that this factor seemed to be independent of the 
lateral lymphatic zone. 

Incomplete excision of the primary tumor explained 
3 recurrences among the 98 original specimens. Of the 
98 recurrences 12 were attributed to incomplete ex- 
cision of the satellite lymphatic or vascular permea- 
tion. Potentially neoplastic mucosa, with malignant 
degeneration, explained 7 recurrences. For the re- 
maining 76 recurrences, all appearing at the line of 
suture, there was no acceptable explanation after 
gross and microscopic examination of the 98 original 
specimens and 27 recurrent specimens from this group. 
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Although positive evidence that implantation of 
viable malignant cells into raw tissue surfaces is a 
major factor cannot be provided, this concept, as em- 
phasized by Goligher, Dukes, and Bussey, and later by 
Cole, seems attractive. If valid, this concept would ex- 
plain the high proportion of recurrences at the line of 
suture independent of the presence of nodal metas- 
tasis, the relatively early recurrence of a lesion be- 
cause of residual malignant tissue after the original 
operation, and the cause of the slight increase in the 
incidence of recurrences at the lower levels above the 
dentate line. The concept might also explain the slight 
increase in recurrence of lesions when the length of 
excised normal mucosa distal to the lesion was small, 
a factor which in itself would enhance the danger of 
greater traumatic shedding, with increased density, 
of implantable, viable malignant cells at the time of 
the original operation. Were this hypothesis accepta- 
ble, it could apply to 77 per cent of the local recur- 
rences in this study. 

The markedly poor prognosis for a patient after de- 
tection of a locally recurrent lesion of the type under 
consideration suggests that the original primary lesion 
had been only partially excised. Therefore, serious 
efforts must be exerted to avert any chance that resid- 
ual malignant tissue, gross or microscopic, will remain 
after the first operation on the primary lesion. 


Anatomy and Physiology of the Perineal Anus (Ana- 
tomie et physiologie de l’anus périnéal). R. Lersovict, 
J. P. Catvet, and R. Licunewsky. Sem. hép. Paris, 
Ann. chir., 1957, 11: 781. 


IN THE COURSE OF TIME perineal colostomy may lead 
to the development of either a prolapse or a cicatricial 
stenosis. The continence of the sphincter depends not 
only on the anatomic conditions but on the regimen 
observed by the patient. 

It is desirable to place the artificial anus slightly 
behind the natural location so as to create a coccy- 
perineal colostomy. Such posterior transposition of the 
anus facilitates continence, and in women avoids soil- 
ing of the vulva. The diameter of the anus should be 
that of an index finger. If the mucocutaneous junction 
becomes too narrow, an excision of the scar and a new 
colocutaneous suture may be required. Creation of a 
perineal anus and disappearance of the rectum pro- 
duce a cavity, gradually filled by the female genital 
organs. The vagina assumes a horizontal position, its 
lower two-thirds or three-fourths resting upon the 
median scar. 

Manual dilatation or dilatation with bougies, 
supplemented with diathermy, is a valuable measure 
for the prevention of cicatricial stenosis. If the stric- 
ture is extensive, an abdominal colostomy may be 
unavoidable. 

Two types of prolapse may be distinguished: mu- 
cous and complete. The first variety can be corrected 
by linear scarifications, thermocautery, or electro- 
coagulation. A total prolapse, which is less frequent 
and which consists of eversion of the entire intestinal 
wall, can be eliminated by resection of the prolapsed 
portion and suturing of the shortened colon to the 
cutaneous margin. 

The authors observed 3 cases of a rare complication 
of the perineal anus, namely, juxta-anal perineal 


hernia, located behind the colostomy. Complications 
such as stricture, prolapse, hernia, or eventration are 
less frequently observed in patients with a perineal 
anus than in those with an iliac colostomy. 

In suitable cases the authors close the iliac colosto. 
my performed elsewhere and establish a perineal 
anus, or, following Babcock’s suggestion, they trans. 
pose an abdominal colostomy to the perineum, 
Diarrheas may be combated with opiates, kaolin, 
bismuth, or iron preparations. 

A medium residue diet, enemas, and the avoidance 
of excessive fluid intake are usually sufficient for the 
establishment of normal bowel habits. 

— Joseph K. Narat, M.D, 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Clinical Measurement of Portal Hypertension, with 
Emphasis on Occlusive Hepatic Vein Catheteriz. | 
tion. CHar.es J. SHERKOW. Am. 7. Digest. Dis., 1957, 
2: 300. 


SOME RECENT sTuDIES have shown that the size and 
extent of esophageal varices may vary independently 
of the clinical course. Portal hypertension and varices 
responsible for hematemesis may disappear under 
careful medical management. Portal pressure deter- 
mined by occlusive hepatic vein catheterization re- 
turned to preoperative height after successful porta- 
caval shunts as determined by a drop in both the 
portal vein and occluded hepatic venule pressures 
at the time of surgery in some reported cases. 

The use of all available methods of study is a neces- 
sary requisite for the complete unfolding of the 
natural course of portal hypertension in patients with 
cirrhosis of the liver, and all means should be used 
in those considered for portacaval anastomotic sur- 
gery for either intrahepatic or extrahepatic portal 
vein block. Although there is little in the history to 
point to portal hypertension and bleeding from eso- 
phageal varices except the obvious hematemesis, 
certain observations on -physical examination and a 
few laboratory tests give a clue as to the presence of 
this complication of liver disease. The use of esopha- 
goscopy and roentgenography corroborates the pres- 
ence of esophageal varices, and the direct measure- 
ments of the portal pressure by splenic puncture, 
needling of the varices, and the use of hepatic venous 
catheterization provide quantitative data from which 
a careful evaluation of the patient can be made. 

In extrahepatic portal vein obstruction, occlusive 
hepatic vein catheterization coupled with splenic 
puncture has proved of value in establishing the 
diagnosis. — Benjamin Goldman, M.D. 


Duodenography in Obstructive Jaundice (Duodénog- 
raphies et ictéres par obstruction). A. CHARBONNIER, 
M. Devartrre, J. CAROL! and P. Porcuer. Arch. mal. 
app. digest., Par., 1957, 46: 284. 


THE AUTHORS reviewed all cases of barium ingestion 
for obstructive jaundice due to a lesion of the pancreas 
or the papilla which were seen on the services of ne 
Caroli and P. Porcher at the Hospital of Saint-Antoine 
in Paris. 

Interpretation of the duodenal films is made difficult 
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by the inconstancy of the findings, and is also to a 
large extent dependent upon the degree of filling of 
the lumen and the position of the subject. 

In discussing roentgenographic evidence of pan- 
creatic disease, the authors first describe Gutmann’s 
sign. This essentially consists of a rounding off of the 
curve of the duodenal loop, with an effacement of the 
superior and inferior portions, a narrowing of the 
lumen, together with an attenuation of the rugal pat- 
tern. The complete entity is seldom seen and is not 
specific. However, it is to be observed in pancreatic 
malignant disease, specially in sarcomas. In distinc- 
tion, chronic pancreatitis does not give an equivalent 
degree of unfolding of the curve, but is associated 
with a characteristic edema of the mucosa, especially 
in the region of the papilla. In calcific pancreatitis, 
the narrowing of the lumen is usually absent. 

The second sign is duodenal stenosis. This is a very 
characteristic sign of pancreatic carcinoma, but occurs 
quite late in the course of the disease. It is never seen 
in benign conditions. The usual site of the stenosis is 
the postbulbar region. 

The third sign consists of an arciform depression of 
the superior segment of the second part of the duode- 
num (internal border). This occurs in cases of pan- 
creatic carcinoma in which the tumor has extended 
into the zone between the bile duct and the duodenum. 
This appearance is inconstant and needs the closest 
attention to be recognized. It is best seen in the oblique 
prone view and is not uncommonly found during op- 
erative cholangiography. 

Barium swallow examination in cases of obstruc- 
tive jaundice due to diseases of the duodenal papilla 
can be very inconclusive. Obvious evidence, i.e., ste- 
nosis of the second part of the duodenum, an ulcer 
niche of a carcinoma of the papilla, or a filling defect 
localizing a proliferative lesion, is elicited, if at all, 
only very late in the course of the disease. 

Of the less dramatic findings, the most common is 
an encroachment on the internal border of the second 
part, which might, on occasion, constitute an almost 
complete narrowing of the entire lumen. The extent 
of the filling defect depends upon the position and the 
size of the dilated intramural part of the ampulla of 
Vater. This finding is not characteristic of neoplasm 
(malignant or benign) alone, but can also be found in 
cases in which a stone is impacted at the papilla or in 
cases of papillary edema during the course of pancre- 
atitis, About 48.8 per cent of the normal papillae are 
demonstrable on barium swallow examinations of the 
duodenum, and on occasion even a normal papilla can 
give an enlarged shadow. All of these signs, specially 
the less marked ones, are, according to the authors, 
more easily elicited by careful operative cholangi- 
ography. 

The article is illustrated by a series of roentgeno- 
graphs showing the findings described with explan- 
atory line diagrams. —Ranes C. Chakravorty, M.D. 


Portacaval and Portapulmonary Anastomoses in Laen- 
nec’s Cirrhosis and in Heart Failure. Paut CALABRE- 
a H. ABELMANN. J. Clin. Invest., 1957, 

21257. 


THE VARIABILITY in presence and degree of esophag- 
eal varices in individual cirrhotic patients has led 
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to much speculation. The authors’ material suggests 
that the anatomical variation in the esophageal 
venous pattern determines the location and extent of 
varices in any given case. 

The prominence of submucosal esophageal veins 
in 2 patients with heart failure is of interest in view of 
the clinical and pathological demonstration of eso- 
phageal varices in patients with heart failure. In- 
creased right atrial and caval pressure in right heart 
failure is accompanied by an increase in portal venous 
pressure to or slightly above the level of right atrial 
pressure. Thus, it is not surprising that collateral 
channels between the portal and caval systems may 
be dilated. The direction of blood flow, if any, re- 
mains in the realm of speculation. It also remains a 
matter of conjecture whether the pathways discussed 
would permit blood to flow from the caval into the 
pulmonary venous system in pure right heart failure. 

While prominence of the roentgenographic shadow 
of the azygos vein has been noted repeatedly in pa- 
tients with congestive heart failure, only one report 
of prominence of this shadow in patients with portal 
hypertension has come to the attention of the present 
authors. Enlargement of the azygos vein presumably 
reflects caval-venous hypertension, increased blood 
volume, or increased azygos flow from the portal 
venous collaterals. Thus, roentgenographic demon- 
stration of an enlarged azygos vein may have clinical 
value. 

In order to study thoracic anastomoses of the portal 
venous system, the portal vein was injected in 20 
human cadavers, including 10 with advanced cir- 
rhosis of the liver and 6 with congestive heart failure. 

In all cases of cirrhosis, thoracic portacaval anasto- 
moses were very prominent; the short gastric and 
coronary veins anastomosed with both the submu- 
cosal esophageal and periesophageal venous plexuses. 
Although the submucosal esophageal veins were gen- 
erally varicose, they showed great variation in their 
extent above the cardia. The periesophageal plexus, 
on the other hand, was consistently dilated and anas- 
tomosed freely with the mediastinal, pleuropericar- 
dial, and azygos veins. In 4 cirrhotics the mediastinal 
venous plexus showed anastomoses with bronchial 
veins, and in 2 cases the injected material was present 
in the pulmonary veins and in the left atrium. Thus, 
both portacaval and portapulmonary anastomoses 
may exist in cirrhosis with portal hypertension. 

— Benjamin Goldman, M.D. 


Clinicai Considerations and Possible Surgical Man- 
agement of the Hepatoma (Clinica e possibilita di 
terapia chirurgica dell’epatoma). Vincenzo Ricci. 
Ann, ital. chir., 1957, 34: 49. 


THE AUTHOR adds a personal observation to the 
exiguous number of cases of hepatoma described in 
the world literature. The diagnosis was made at the 
operating table and the therapy consisted of removal 
of the mass. The mass measured 17 by 14 by 10 cm. 
and was enclosed in a well-delineated capsule. It was 
soft and friable and contained several cavities filled 
with clots and necrotic material. Histologic examina- 
tion revealed a pattern similar to that of actively re- 
generating liver, with contiguous areas of necrosis. 
From the review of the literature the author con- 
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cludes that the diagnosis can only be made at the 
operating table and even then a careful examination of 
the mass and of the eventual frozen sections must be 
done to exclude the presence of a malignant condition. 
Hemorrhage of spontaneous origin or after minimal 
trauma is suggestive of a hepatoma. In agreement 
with Bremen and De Scoville, the author believes that 
the splenoportogram is of value in outlining the con- 
tours of the mass. Treatment, as a rule, consists of the 
complete removal of the mass, since malignant changes 
are possible. —Sergio V. Proserpi, M.D. 


Long Term Survival Following Right Hepatic Lobec- 
tomy. ALEXANDER BRrunscHwic. Am. 7. Surg., 1957, 94: 
2. 


IT HAS BEEN POSSIBLE to study long term survival fol- 
lowing right hepatic lobectomy in 4 cases. In 2 of the 
cases the lesions were massive angiomas with survival 
of the patients for 6 and 5 years, respectively. In the 
other 2 cases the lesions were malignant hepatomas. 
These were followed up for a minimum of 5 years. 
The 4 cases are described in detail, preoperatively, 
at the time of operation, and postoperatively. From 
these cases it appears that right hepatic lobectomy is 
feasible, and that the patients can continue in good 
health following the operation for both benign and 
malignant disease. The left lobe of the liver appears 
adequate to meet all physiologic requirements. 
—Richard F. Bennett, Fr., M.D. 


Effect of Pancreatic Secretions on the Gallbladder. 
Joun S. Najartan, Donato E. Hine, Rozert M. 
Wuitrock, and Horace J. McCorkte. Arch. Surg., 
1957, 74: 890. 


InvesTIGATorRS have utilized various methods for 
exposing the biliary tract to pancreatic ferments, 
usually in an attempt to study acute cholehepatitis. 

The authors devised the following experiments to 
study the effect of prolonged exposure of the gallblad- 
der to pancreatic secretions. 

In the first experiment young goats were selected for 
study because the pancreatic duct joins the common 
bile duct some distance from the duodenum. A 
Roux-Y cholecystojejunostomy was performed and 
followed at a later date by ligation of the common 
bile duct distal to its junction with the pancreatic 
duct. Pancreatic secretion now passed through the 
common bile duct and gallbladder to gain entrance 
to the intestinal tract. 

Cholecystojejunostomy was performed in 3 animals 
only. After 12 weeks autopsy revealed no pancreatic 
enzymes in the gallbladder. Histologically, there was 
evidence of metaplasia of the gallbladder mucosa to 
simulate intestinal mucosa. 

In 10 animals, in which the common bile duct was 
ligated after cholecystojejunostomy, histologic evi- 
dence of chronic cholecystitis was present at 6 weeks, 
and more marked after 12 weeks. No alteration in the 
gross or histologic appearance of the liver, pancreas, 
or bile ducts was noted and no gallstones were found. 

In the second experiment the major pancreatic 
duct of the dog was anastomosed to the junction of 
the gallbladder after ligation of the lesser duct. The 
animals were sacrificed at 3 and 6 months. Pancrea- 
tic ferments were found in all gallbladders. Here 


again the examination revealed chronic cholecystitis 
that was more severe after the longer exposure to 
pancreatic secretions. —M.C. Anderson, M.D. 


Statistical Analysis of Gallbladder Disease (Das Gal. 
lensteinleiden im Spiegel der Statistik). U. J. WAssner. 
Langenbecks Arch. u. Deut. Kschr. Chir., 1957, 285: 160, 


THE SURGICAL MANAGEMENT OF DISEASES of the excre- 
tory biliary system has been solved essentially, but 
two questions remain to be answered: namely, how 
can a decrease in the surgical mortality be achieved, 
and how can postoperative residual symptoms be 
eliminated. 

An analysis of 842 cases seen at the surgical clinic 
in Giessen from 1948 to 1955 is presented. The male 
to female ratio was 1 to 5.2, this being in between the 
figures found in the literature (1 to 4.7 and 1 to 6.8), 
The average age of the patients in the entire group 
was 47.69 years, while the ages cited in the literature 
ranged from 40 to 49 years. The average male was7 
years older than the average female. The age of the 
onset of biliary disease does not necessarily correspond 
to the age at which the patients are operated on. 
Thirty-two per cent of the patients were operated on 
between their sixteenth and thirty-ninth years, and 
only 24 per cent were operated on between the ages of 
40 and 50 years. Therefore, there does not appear to 
be a typical age at which gallbladder operations are 
being performed, as is often assumed. To investigate 
the age distribution of the disease it is essential to ask 
the patients concerning the onset of the disease. In 
73 per cent of the patients the diagnosis was made on 
the basis of definite colic, in 16 per cent, on the basis 
of roentgen findings and physicians’ physical findings, 
and in only 11 per cent was the diagnostic impression 
substantiated by less severe criteria, such as upper 
abdominal pain, dyspepsia, and intolerance to fatty 
and copious meals. One-half of the patients had their 
first symptoms between their thirteenth and thirty- 
second years. The age of onset curve increases sharply 
from the age of 13 and reaches its peak at the age of 
23, then decreases up to the age of 64 years. It was 
determined that difficulties due to gallbladder calculi 
usually develop in patients between the ages of 19 to 
26 years. It must be realized that gallbladder colic is 
not a predecessor of gallbladder disease, but rather a 
manifestation of the disease. The highest incidence in 
this series occurred around the age of 24 years. Be- 
tween the ages of 20 and 30 years, 40 per cent of the 
patients will have symptoms secondary to cholelithia- 
sis. Gallbladder disease is a disease of young adults! 

Two theories concerning the etiology of cholelithi- 
asis are most attractive to the author: (1) the primary 
factor of this condition is bacterial invasion as 
calculi form in a medium produced by previous in- 
flammation, and (2) inflammation occurs first and is 
followed by stasis of the bile and the formation of the 
gallstones. Pribram and Fischer-Kaiserlin were able 
to demonstrate the high incidence of infections of the 
abdominal lymphatic system in association with gall- 
bladder inflammations and also an etiologic relation- 
ship of repeated episodes of tonsillitis to hepatogenic 
complaints. 

The incidence of severe generalized infections was 
correlated in this study with the occurrence of gall- 
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bladder stones at a subsequent date. It was observed 
that just about every second patient indicated a severe 

neralized infection a few years before he developed 
frank gallbladder disease. The types of generalized 
infections were rheumatic fever with severe systemic 
symptomatology, diphtheria, kidney infections, pleu- 


. ritis, typhoid, pneumonias, and pulmonary abscesses, 


otitis, and repeated attacks of tonsillitis. In plotting 
the curve for the age at which such generalized infec- 
tions occurred and comparing it with the curve for 
the age incidence, one readily discerns a similar type 
of curve with displacement to the left. The curve in- 
dicates that approximately 3 to 6 years before the on- 
set of the disease a generalized infection had occurred 
in 231 patients. 

It was impossible to tie up statistically the develop- 
ment of gallbladder stones with pregnancy. Fifty per 
cent of the patients were never pregnant and in only 
12 per cent of the females could some correlation with 
their pregnancies be found. As gallbladder disease is a 
disease of a young age group it is the impression of the 
author that the relationship to pregnancy is a chance 
relationship. 

A postoperative follow-up was possible in 521 of the 
842 patients. The patients were either re-examined or 
contacted by means of questionnaires. Three hundred 
and nineteen patients had no postoperative difficulties 
whatsoever, but 202 had complaints of various mag- 
nitudes. The following criteria were established and 
were considered to indicate the postoperative symp- 
tomatology: (1) postoperative colics, for which no 
adequate reason was found, (2) jaundice associated 
with colics, (3) subicterus with loss of appetite and 
occasional pain or rare colics, (4) recurring cholangi- 
tic fever, and (5) the necessity of a strict diet under 
doctor’s supervision. 

The author found that the longer the period be- 
tween the first symptoms and the operation the greater 
was the probability that the symptoms would continue 
after the operation. In young patients the time period 
between the onset of the disease and the operation 
could be longer with fewer postoperative difficulties. 
After the age of 45 years, which generally but mis- 
takenly is considered the peak period of gallstone 
disease, the chance of having no postoperative symp- 
toms is small. 

What little importance anatomical findings, such 
as stenoses of the common duct, liver damage, and the 
stenosis syndrome found at exploration, bear on the 
incidence of postoperative symptoms may be seen 
from the analysis of patients who underwent anasto- 
motic procedures. Although the patients in this group 
were 2 years older than the rest in the series, only 37 
per cent had postoperative symptoms, whereas 63 per 
cent were entirely asymptomatic. If the anatomical 
findings are of great significance, the percentage of 
postoperative symptoms should be greater. 

Although the group of patients analyzed was small, 
the conclusion as to the correlation of gallbladder 
disease to gallbladder cancer was negative. While 63.9 

per cent of the patients with carcinoma had gallblad- 
der stones, only 2 of 100 patients with cholelithiasis 
had cancer of the gallbladder. The age of the patients 
with gallbladder carcinoma corresponds to the age 
of the cancer group rather than to the age of the group 
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with cholelithiasis. The author believes that the cor- 
relation is purely coincidental. 

In the statistics on operative mortality (6.8 per 
cent), all patients who did not leave the hospital alive 
were included. The mortality up to the age of 35 
years was less than 1 per cent. Between the ages of 
55 and 65 years the mortality increased, and after the 
age of 70 years it reached 50 per cent. The mortality 
was increased by including in this age group the pa- 
tients with carcinoma of the gallbladder, and also by 
the fact that 45 per cent of the patients more than 65 
years of age had localized, generalized peritonitis or 
frank gallbladder perforation at the time of admission 
to the hospital. A comparison was made between the 
mortality of the patients who were operated on and 
that of the general population. The conclusion 
reached was that the life span of the patients is not 
shortened by gallbladder operations. The chance of 
dying from such an operation at the time of the first 
symptoms is 1 to 100; in the middle age group, or the 
so-called “‘typical gallbladder age,” the chance is 4 to 
96, and only after the fiftieth year does any marked 
statistical increase in mortality occur. 

The conclusion the author reached is that the only 
way to decrease the rate of postoperative complica- 
tions is by operating on as young a group of patients, 
and as soon after the onset of symptoms, as possible. 
The mortality will decrease pari passu..Concerning 
the gallbladder disease per se, there was little differ- 
ence from previous analyses. 

—Karel B. Absolon, M.D. 


Carcinoma of the Gallbladder. Wa.tER J. BURDETTE. 
Ann, Surg., 1957, 145: 832. 


A stupy is presented of 74 patients with carcinoma of 
the gallbladder, 4 of whom (5.4 per cent) survived for 
respective periods of 1, 2.5, 5, and 8 years after opera- 
tion. The remainder of the patients are either dead or 
are known to have residual cancer. The median age 
was 67 years with ages ranging from 41 to 86 years, 
and women considerably outnumbered men in the 
series. Carcinoma of the gallbladder occurred in only 
0.02 per cent of the total adult admissions but con- 
stituted 1 per cent of the total number of patients with 
cholelithiasis. This type of carcinoma is 100 times 
more frequent among patients with cholelithiasis 
than in the hospital admissions as a whole and the 
association between carcinoma of the gallbladder and 
cholelithiasis is, therefore, striking and significant. 
Only 11 patients in the series did not have stones in 
the gallbladder or biliary tract. The incidence of the 
disease is approximately the same as that of primary 
carcinoma of the liver and carcinoma of the gallblad- 
der has been found to occur with greater frequency 
than carcinoma of the biliary passages and the am- 
pulla of Vater. 

The most frequent symptom was pain. Jaundice, 
loss of weight, nausea and vomiting, acholic stools, 
and dark urine appeared in descending order of fre- 
quency. In the majority of instances, the pain was in 
the right upper quadrant and intermittent in nature. 
The most frequent physical findings were abdominal 
tenderness in the right upper quandrant, an abdom- 
inal mass, and hepatomegaly either alone or in com- 
bination with other symptoms. 
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The operative procedures employed on the patients 
in the series are presented in detail. Carcinoma was 
diagnosed in 11 patients after the gallbladder was re- 
moved and in 3 of the 4 patients surviving in the 
series, carcinoma was discovered incidently at chole- 
cystectomy for cholelithiasis. Small neoplasms may 
easily be overlooked by the surgeon at the time of 
operation. It is conceivable that survival rates could 
be improved if the specimen were opened and in- 
spected in the operating room with frozen sections 
being obtained of suspected areas. This should be 
coupled with extension of the limits of resection when 
small, and presumably early, lesions are encountered. 

Radical resection has been focused on extensive 
block dissection if there is a reasonable chance that 
the tumor can be circumscribed. Extension to regional 
and other lymphatic channels is prevalent and the 
two most frequent sites of origin are the fundus and 
the neck of the gallbladder. Extension may be directly 
into the liver or into the common bile duct through 
the cystic duct. Therefore, before extensive resection 
is carried out, the operator should carefully search for 
the presence of metastatic lymph nodes, both regional 
and distant. It is true that radical surgery has not 
yielded encouraging results and has increased the 
operative mortality, but it should nevertheless be 
undertaken when there is a reasonable chance that 
the cancer can be eradicated. 

Microscopic examination revealed that the majority 
of the cases were adenocarcinomas; and in this series 
there is no correlation between the behavior of the 
tumor and its histology, due to the advanced stage in 
which most of them were discovered. Squamous car- 
cinoma, which probably arises on the basis of antece- 
dent metaplasia, is not rare and this type of lesion is 
worthy of treatment with irradiation therapy for pos- 
sible palliation. 

Carcinomatous transformations of papillomas and 
adenomas have been reported and such lesions there- 
fore warrant cholecystectomy. Early in the disease, 
when the neoplastic process is localized, no reliable 
signs or symptoms are available to aid in the diagnosis. 
The only helpful clinical relationship is the associa- 
tion of the lesion with cholelithiasis. Thus, prophylac- 
tic cholecystectomy and early diagnosis with attention 
to the usual principles of cancer surgery will be more 
profitable than directing the surgical attack entirely 
toward super-radical extirpation, particularly for ad- 
vanced disease. Fifty per cent or less of the cases of 
carcinoma of the gallbladder are not associated with 
early symptoms or signs or with calculous disease, and 
in this group, reliance must be placed on research for 
improved results. — James H. Holman, M.D. 


Gallstones in Young Women. Rosert S. SPARKMAN. 
Ann. Surg., 1957, 145: 813. 


THE coNncEPT of gallstones as a disease of middle or 
advanced age is still widespread, while in reality they 
are frequently found in young women. Varied symp- 
tomatology and reluctance to suspect stones in young 
persons often lead to misdiagnosis. In the author’s 
series of 100 consecutive cholecystectomies performed 
for gallbladder disease with stones on female patients, 
23 were in 22 to 30 age group. Each of these younger 
patients had been pregnant one or more times. The 


next largest group was in the sixth decade of life, 
There was no mortality in the entire series. 

From this small group of 23 younger patients, the 
author has drawn the following generalizations which 
appear to characterize gallstone disease in the average 
young woman. She has usually had one or more chil- 
dren, and after one pregnancy may develop stones at 
any age. Although symptoms of gallstones may be 
manifest during a pregnancy, it is unlikely that chole. 
cystectomy will be required or performed during 
pregnancy. This is confirmed by a number of large 
series in the literature. Severe attacks are more prone 


to occur shortly after delivery. The patient may pos | 


sess any physical stature, and is as frequently brunette 
or slender as she is blond or obese. Painful attacks are 
often transitory, may awaken her at night, and bear 


an inconstant relationship to food. The pain is as often } 


epigastric as subcostal in location. 

The young woman may have several attacks before 
proper diagnosis is made. Duodenal ulcer or gastro- 
enteritis are often erroneously suspected. The stones 
are usually small, multiple, and radiolucent. These 
small cholesterol stones undoubtedly grow larger over 
the years. In the young woman, stones are rarely 
found in the common duct, for although many must 
gain entry into this duct, their size probably permits 
passage through the duodenal ampulla. Following 
cholecystectomy, mortality is extremely low and dys- 
peptic symptoms are rare. With this experience, the 
author urges earlier recognition of gallstones when 
they occur in young women. Since symptoms may be- 
come progressively more severe, and mortality and 
morbidity increase with age, the young patient with 
cholelithiasis is the ideal candidate for cholecystec- 
tomy. —Enmile L. Meine, Fr., M.D. 


Total ey yd Without Drainage of the Com- 
mon Bile Duct (La sphinctéroplastie totale sans 
drainage cholédocien). P. Gorvarp and P£ issigr. 
Sem. hop. Paris, Ann. chir., 1957, 11: 449. 


DIvIsION OF THE SPHINCTER OF ODDI, originally de- 
scribed as an adjunct to the removal of a stone im- 
pacted in the ampulla of Vater, has been increasingly 
realized to be of importance in the treatment of other 
diseases of the biliary and pancreatic ductal systems, 
most particularly ascending cholangitis and pancrea- 
titis. Sphincterotomy is the most important advance 
in surgery of the pancreatic and biliary systems of re- 
cent years. Sphincterotomy by means of an instru- 
ment introduced through the common duct is now 
considered dangerous, and more recently reported 
techniques include a transduodenal sphincterotomy. 
Recent authors are also unanimous in incising 
papilla on an instrument introduced through the com- 
mon duct. There is disagreement, however, regarding 
the method and duration of common duct drainage, 
regarding the extent of the sphincterotomy and the 
necessity for suture of the incised mucosa, and regard- 
ing the need for resection of a triangle of ampullary 
tissue. 

The reported technique has been designed to make 
the operation a definitive one and to avoid common 
duct drainage. A total and extensive division of the 
sphincter is necessary in order to avoid secondary 
stenosis and ascending cholangitis. Sphincterotomy 
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must not be routinely followed by drainage of the 
common duct. The indications for common duct 
drainage disappear when the sphincterotomy pro- 
duces free drainage of the common duct and when the 
incised mucosal surfaces are carefully coapted with 
sutures. Drainage through the ampulla is particularly 
dangerous because of the likelihood of obstruction of 
the pancreatic duct and pancreatitis, and the unde- 


- sirable effect of a foreign body in contact with a suture 


line. As far as possible, choledochotomy in conjunc- 
tion with sphincterotomy should be avoided. It is pos- 
sible to define the need for choledochostomy by means 
of cholangiography at the time of surgery. Under 
these circumstances a routine choledochostomy may 
be a useless mutilation. Cholecystectomy must be 


sphincterotomy will permit biliary reflex, stasis within 
the gallbladder, and development of inflammation of 
the gallbladder. The appearance of chronic cholecys- 
titis following total sphincterotomy has been demon- 
strated in dogs. 

The operation is performed through a midline up- 
per abdominal incision with the surgeon standing on 
the patient’s left. Cholecystectomy is performed and a 


- cholangiographic examination of the common duct 


and hepatic radicals is done with injection of dye 
through the cystic duct. The duodenum is mobilized 
and a 3 cm. longitudinal duodenotomy is placed over 
the location of the ampulla of Vater as estimated from 
the cholangiogram. If necessary, methyl blue may be 
injected into the cystic duct to permit rapid identifi- 
cation of the ampulla. The ampulla of Vater is cathe- 
terized by a 2 or 3 mm. grooved director tipped with a 
fine stilet. This maneuver is usually simple even in 
very sclerosed papillae. If necessary, the papillae may 
be fixed by means of a fine stitch. The stilet is ad- 
vanced up the common duct until the grooved direc- 
tor passes into the ampulla. A mattress suture is then 
placed at the upper end of the planned sphincter- 
otomy with fine catgut armed at both ends with a nee- 
dle; the needles are passed up along the director and 
out through the duodenal mucosa. Traction is placed 
on these two needles and sutures are placed and tied at 
either side of the papillary orifice through the mucosa 
of both the ampulla and the duodenum. A third su- 
ture is placed at the top of the papillary orifice for 
traction. With sharp-pointed scissors, the ampulla is 
unroofed by an excision of a triangular piece of 
mucosa, its apex being defined by the first suture 
placed, and its sides, by the lateral sutures at the pa- 
pillary orifice. These lateral sutures are tied and re- 
main to define the beginning of the reparative suture 
line. The cut edges of mucosa are then approximated 
with interrupted sutures at 8 or 10 points after the 
pancreatic duct has been cannulated with a fine poly- 
ethylene tube in order to prevent its injury. The duo- 
denum is then closed by two layers of nonabsorbable 
interrupted sutures. The abdomen is drained only if 
there is excessive bleeding or if there are important 
tory lesions, in which case the usual sub- 
hepatic drain is placed. Postoperative antibiotics are 
given for 3 or 4 days. 
Indications for sphincterotomy without common 
duct drainage are not presented in detail, but this 
technique has been used for the past 2 years in cases 
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of common duct inflammatory disease or stone. 
The results have been good with cure of the origi- 
nal disease, short hospitalization, and avoidance of 
the inconveniences of external drainage. 

—Robert S. Shaw, M.D. 


The Etiology, Pathogenesis, and Origin of the Symp- 
toms of Acute Pancreatitis (Sur l’étio-pathogénie et la 
genése des symptomes de la pancréatite aigué). 
yong ag BERNARD. Arch. mal. app. digest., Par., 1957, 
46: 


THE AUTHOR discusses the possible mechanism of the 
production of acute pancreatitis. Digestive disorders 
are frequently associated with this condition, especially 
over-eating, the excessive consumption of alcohol (51 
per cent), and the ingestion of cold drinks. In 50 to 75 
per cent of the cases there is associated hepatobiliary 
disease, particularly biliary stones. Functional and 
organic affections of the sphincter of Oddi have been 
recorded, and gastric and duodenal ulcers are also 
=— even though such lesions may be clinically 
silent. 

Direct trauma to the pancreas is a rare precipi- 
tating cause of acute pancreatitis. Postoperative acute 
pancreatitis is estimated to occur in about 5 to 10 per 
cent of the cases, although the exact incidence is un- 
known. Such postoperative pancreatitis has been 
found to occur after practically any type of operation, 
although commonly the procedure has been performed 
on some neighboring viscus. The symptoms rarely 
appear during the first day after the operation, the 
usual latent period being from 1 to 5 days. 

Acute pancreatitis has also been recorded in associ- 
ation with an infected focus and following the admin- 
istration of histamine, thiouracil, or high doses of 
DOCA. 

The basic effect of all these factors on the pancreas 
is to produce a localized or generalized sclerosis, and a 
chronic pancreatitis is the background on which acute 
episodes occur. 

The characteristic lesion of acute pancreatitis is a 
focal aseptic hemorrhagic necrosis. These areas of 
cytolysis and edema are well circumscribed and exist 
side by side with normal zones. 

Experimental pancreatitis has been produced by a 
host of methods. Injury to the duct system by various 
methods (injection of trypsin or gastric juice, or 
mechanical obstruction of the sphincter of Oddi or of 
the duct of Wirsung), usually produces widely dis- 
seminated foci of pancreatic edema and a generalized 
duct dilatation. Concomitant canalicular rupture 
has not been definitely demonsirated. Claude Bernard 
advocated the theory of biliary reflux into the pancre- 
atic duct as the cause of acute pancreatitis. Such re- 
flux, not infrequently, has since been found to occur 
normally (75 per cent of the cases according to Caroli). 
Experimental diversion of the bile through the pan- 
creatic ducts in dogs does not give rise to acute pan- 
creatitis. Leger has found activated trypsin in the juice 
extracted from normal pancreatic ducts during ex- 
ploratory laparotomy. This seems to rule out that 
pancreatitis is due to autodigestion of the pancreatic 
ducts and tissue by trypsinogen activated by the reflux 
of enterokinase into the pancreatic duct system. 

Ligation of the vascular supply to the pancreas or the 
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injection of particulate foreign bodies into the vessels 
will produce the histological appearance of acute pan- 
creatitis in experimental animals. However, vascular 
lesions are rarely observed in clinical material. Brocq 
found only 13 instances of venous thrombosis in 
analyzing 468 cases. 

In experimental animals pancreatitis can be pro- 
duced by suitably arranged methods for anaphylaxis. 
This has not yet been recorded as occurring clinically. 

Mallet-Guy, Féroldi and Reboul obtained conges- 
tive, hemorrhagic, and necrotic focal lesions in the 
upper abdominal viscera by stimulating the peripheral 
end of the transected left splanchnic nerves. In the 
pancreas, the histological appearances were typical of 
acute pancreatitis. Other workers have obtained simi- 
lar results by strong stimulation of afferent abdominal 
and pelvic visceral nerve plexuses and also by electro- 
coagulation or compression of the diencephalon. The 
anatomic and histologic features of acute pancreatitis 
also suggest a neural origin. The author suggests that 
the basic cause of pancreatitis is neurohumoral. While 
the predisposing factors produce a chronic sclerosing 
pancreatitis, any acute episode triggers a reflex which 
causes a pancreatic vasoconstriction followed by vaso- 
dilatation and focal necrosis. Consequently there is 
interstitial pancreatic hemorrhage and liberation of 
trypsin into the tissues which produces the typical 
clinical picture. 

The clinical picture of acute pancreatitis is explica- 
ble on the basis of intense stimulation of the afferent 
nerves of the inflamed pancreas with resulting reflex 
changes in the neighboring and distant viscera. 

The pancreas, duodenum, and portal vein are bound 
together by fibrous tissue and peritoneum, and this 
zone contains an abundance of the lamellated corpus- 
cles of Vater-Pacini. Engorgement of the pancreas 
produces compression of these corpuscles as well as of 
the celiac plexus. This results in radiating pain in the 
flanks, the back, and the precordial region. The pain 
and also the intense nerve stimulation are responsible 
for the gaseous distention of the upper gastrointestinal 
tract, which is roentgenologically demonstrable in 31 
per cent of the cases. Hematemesis, melena, and per- 
foration may also occur from simultaneous focal 
necrotic lesions produced by neurovascular reflexes. 

The liver shows periangiocholitis with jaundice in 
52 per cent of the cases. 

The kidneys show either the picture of glomerulo- 
nephritis or that of a lower nephron nephrosis. Oc- 
casionally fat embolism is seen. Renal changes are 
found in from 50 to 70 per cent cases. Perirenal hema- 
toma, if present, is a grave prognostic sign. Similiar 
focal lesions are found in the adrenal glands. The 
renoadrenal changes are probably responsible for the 
hypertension that is found in 75 per cent of the cases. 

Diaphragmatic irritation causes dyspnea and an- 
gina. Reflex neurovascular changes in the lungs may 
be shown by faint arbor-shaped shadows in the lower 
lung fields and a haziness or even frank fluid in the 
costophrenic sinuses (more commonly the left) on 
roentgenography. 

The precordial distress so often found is sometimes 
associated with focal zones of myocardial infarction, 
and electrocardiography may reveal an inverted T 
wave with a depressed ST segment. The various cu- 


taneous signs are also explicable on a similar neuro. 
humoral basis. 

The serum shows elevated amylase, trypsin, and 
lipase levels and also hypocalcemia and sometimg 
hyperglycemia. These are not all constant, and th 
theories concerning the production of these change; 
are discussed. 

Finally, the brutal insult of the pathologic procey 
evokes a deep state of shock, a very characteristic 
clinical feature. Such shock may or may not be r. 
versible as it depends upon the adequacy and intensity 
of the stress reaction produced. 

—Ranes C. Chakravorty, M.D, 


Acute Postgastrectomy Pancreatitis. CLaup C. Burroy, 
Wituram G. Eckman, and Joun Haxo. Am. j. 
Surg., 1957, 94: 70. 


ACUTE HEMORRHAGIC OR NECROTIZING PANCREATITS 
arising as a complication of gastrectomy is rare. Les 
than 50 cases have been reported since 1940. 

Since there are no pathognomonic signs of acute 
Pancreatitis its existence may be unrecognized. The 
one laboratory test upon which the greatest diagnostic | 
reliance is placed is the level of serum amylase, yet the 
result of this test may be misleading. Normal levels do 
not rule out a diagnosis of pancreatitis. Some of the 
limiting factors which should be remembered in in- 
terpreting enzymatic levels are: (1) the degree of ob- 
struction of the large pancreatic duct, (2) the extent 
of destruction of acinar tissues, and (3) the stage of 
disease at the time the determinations are made. 

There is no common etiologic denominator in acute 
pancreatitis but there are several generally recog- 
nized factors in its pathogenesis. Direct trauma to the 
pancreas from manipulation during the dissection of 
an adherent ulcer or from pulling on the duodenum in 
the process of its mobilization was the earliest etiologic 
factor to be recognized and ranks first in importance 
in the causation of acute postgastrectomy pancreati- 
tis. Trauma, paradoxically as it may seem, does not 
consistently produce pancreatic disturbance. How- 
ever, acute pancreatitis occurs four times more fre- 
quently when a duodenal ulcer is mobilized, as com- 
pared with the dissection of a gastric ulcer. Pancreati- 
tis can be triggered by injury to the biliary or pancre- 
atic ducts, and care should be taken to avoid this. In 
the event any difficulty is encountered in identifying 
the common duct in relation to the ulcer it is advisable 
to cannulate the duct. The most frequent site of injury 
is in the groove between the head of the pancreas and 
the duodenum. Another source of injury to either 
pancreatic duct is in cauterizing the base of the ulcer 
when it invades the pancreas. A tissue slough from 
such a maneuver may expose a superficially placed 
duct, usually Santorini’s if in the head of the pancreas 
or Wirsung’s if in the body of it, with possible leakage. 
Interference with the vascular supply to the pancreas 
may be a factor in causing pancreatitis. Vascular vati- 
ations occur with sufficient frequency to emphasize 
the need for the surgeon to be familiar with them. 
Such knowledge may preclude the possibility of pro- 
ducing ischemia of the pancreas or duodenum by 
injudicious ligation of an anomalous vessel. Duodenal 
stagnation, if accompanied by increased intraluminal 
pressure, may conceivably cause retrojection into the 
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major pancreatic duct in the presence of an incom- 
petent sphincter of Oddi with onset of pancreatitis. 

The authors present a series of 348 gastric resections 
in which there were 5 deaths from acute pancreatitis. 
This is a mortality rate of 1.4 per cent. 

The authors believe that the presently accepted 
criteria for resectional surgery, particularly for diffi- 
cult duodenal ulcers, have been followed too rigidly. 
There is need for greater flexibility in the choice of 
operation with due consideration being given to the 
surgical complications which may ensue. In general, 
the operation selected should be the one that is least 
traumatizing, offers the greatest protection from in- 
jury to important anatomic structures, is most physi- 
ologic, and at the same time maintains effective con- 
trol of the ulcer symptoms. If the ulcer crater is sur- 
rounded by pancreas, it is preferable to leave the base 
by buttonholing the wall of the duodenum. As a fur- 
ther precaution the authors warn against excision, 
curettement, or cauterization of the base of the ulcer. 
In those patients in whom the ulcer penetrates the 
pancreas, vagotomy with antral gastrojejunostomy 
should be given priority. When hemorrhage is the 
predominant symptom, resection of the involved 
duodenum should be performed. In the very poor 
risk patient it may be advisable to limit the opera- 
tive procedure to simple ligation of the bleeding ves- 
sel with closure. —Ely Elliott Lazarus, M.D. 


Ruptures and Wounds of the Spleen; Considerations 
with Reference to 78 Cases (Roturas e feridas do 
bago; consideragoes em térno de 78 casos). OsiR 
Cunna. Rev. méd. mun., Rio, 1957, 23: 70. 


In THIs sERIES of 78 patients no distinction was made 
as to race in determining the incidence of splenic in- 
juries; the greatest number occurred in patients from 
0 to 50 years of age (70 cases). 

There were no pathologic spleens. Contusions com- 
prised 62.8 per cent and penetrating wounds 37.1 per 
cent of the injuries. In 34 instances the rupture was 
single, in 27 the lesion was multiple. In 9 instances the 
wound pierced the organ through and through; in 4, 
section of the spleen was complete; in 2, the sectioning 
wound involved the hilus of the organ. In 2 the sever- 
ity of the wound was not specified. In 28 instances the 
spleen was the sole part involved in the injury, in 50, 
other organs of the abdomen or extra-abdominal or- 
gans or tissues were involved. Organs or tissues con- 
comitantly injured were the diaphragm, liver, small 
intestine, stomach, colon, lungs, left kidney, and blad- 
der. There were also complicating fractures of the 
extremities and pelvis, retroperitoneal hematoma, 
hematoma of the mesentery, vascular lesions (splenic 
vein in 1 case), and pancreatic injury (1 case). 

The universally accepted treatment for traumatic 
lesions of the spleen is splenectomy; the author is not 
in sympathy with those surgeons who recommend 
splenorrhaphy for single lesions which are superficial 
incharacter, or are located at a distance from the hilus. 
Of the 78 patients treated, splenectomy was carried 
out in 68 (87.1 per cent); 10 splenorrhaphies were 
performed and 1 tamponade (adherent spleen, pre- 
carious condition of the patient). The author regards 
delaying the operation to treat any condition of shock 
which may be present as regrettable. 
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As to results, no permanent damage to the patient’s 
general condition from the splenectomy has been 
noted in those patients who survived. There were 54 
recoveries (69.2 per cent) and 24 deaths (24 per cent); 
however, there were only 4 deaths in the series of pa- 
tients with isolated lesions of the spleen and 20 deaths 
in the 50 patients who had associated lesions. 

The postoperative complications consisted of pleuro- 
pneumonias (9.5 per cent) and eviscerations (3.39 per 
cent), all of which were treated and cured. 

On the whole the author regards these results, con- 
sidering the gravity of the majority of the splenic 
lesions and the frequency and multiplicity of associ- 
ated lesions. as definitely superior. 

— John W. Brennan, M.D. 


Results Following Splenectomy (Risultati prossimi ed 
a distanza di 86 splenectomie per affezioni varie). A. 
Marrist. Ann. ital. chir., 1956, 33: 900. 


THE AUTHOR reports on 86 splenectomies performed 
at the University of Bologna Surgical Clinic during 
the period from 1938 to 1954. An operative mortality 
of 10.4 per cent (9 cases) is reported. The ages of the 
patients ranged from 6 months to 62 years, and there 
were an equal number of males and females. 

The cases were divided as follows, hemolytic jaun- 
dice 15, thrombocytopenic purpura 11, Banti’s syn- 
drome 43, echinococcic cyst 3, traumatic rupture 11, 
Cooley’s anemia 1, Niemann-Pick disease 1, and 
chronic leukemia 1. 

Optimum results were obtained in hemolytic 
jaundice, with only 2 cases showing minor recurrence. 
In thrombocytopenic purpura the results were con- 
sidered good, with 2 patients showing persistence of 
ecchymosis and petechiae, and their hematological 
findings were below normal. In Banti’s syndrome the 
results were optimum when surgery was performed 
early in the disease. Early intervention is recommended 
in traumatic rupture. Of the 11 patients operated on, 
one died during surgery from cardiac arrest, and 4 
died in the postoperative period. Optimum results 
were obtained in the cases of echinococcic cyst. The 
patient with Cooley’s anemia was 6 months old and 
died in about one month; the patient with Niemann- 
Pick’s disease was 20 months old and died 20 days 
after surgery. The patient with chronic leukemia was 
operated on 10 years ago with a diagnosis of fibro- 
congestion of the spleen. A diagnosis of aleukemic 
lymphatic leukemia was established on histological 
study and the patient lived for a year. 

—Lucian F. Fronduti, M.D. 


Indications for Splenectomy. C. Stuart WELCH, 
Smon Propp, B. SCHARFMAN, and RosBert A. 
WN. York State F. M., 1957, p. 2355. 


A seErigs of 186 splenectomies performed over a 6 
year period is reported, of which 28 were performed 
for ruptured spleen, and 100 were “incidental” splen- 
ectomies. Radical cancer surgery, particularly of the 
stomach or splenic flexure of the colon, often necessi- 
tates removal of the spleen. The authors are mainly 
concerned with the 58 splenectomies performed for 
medical indications. Among the diagnostic procedures 
deemed helpful in evaluating patients prior to splen- 
ectomy are peripheral blood studies, bone marrow 


a 
| 
| 
pancreas 
leakage. 
e pancreas 
scular vati- 
: 


162 International Abstracts of Surgery - February 1958 


studies, lymph node biopsy, liver function tests, im- 
munologic studies (e.g. Coombs’ test), and various 
gastrointestinal roentgenograms. 

The medical indications are divided into ‘“‘abso- 
lute” and “elective” groups. The former designates 
those diseases in which splenectomy almost invariably 
gives good results and there is no satisfactory alterna- 
tive to operation. These diseases include familial hem- 
olytic anemia (with hereditary spherocytosis), chronic 
idiopathic thrombocytopenic purpura, and cytopenic 
hypersplenism in which some or all types of blood cells 
are depressed. Hypersplenism may be primary, or 
secondary to such conditions as cirrhosis, sarcoid, 
thalassemia, leukemia or lymphosarcoma. 

Elective indications are numerous and vary in im- 
portance with individual cases. Splenectomy may be 
beneficial to a variable degree in acquired hemolytic 
anemias, thrombocytopenic purpuras, primary re- 
fractive anemia, massive splenomegaly, or for diag- 
nostic purposes. Each indication is discussed in detail, 


especially the use of steroid therapy in acute throm- 
bocytopenic purpura in children, in acquired hemoly- 
tic anemia, and sometimes in primary anemia. 

Careful selection of patients for splenectomy is 
urged. It should not be performed in patients with 
acute hepatitis of viral etiology, or associated with al- 
coholic cirrhosis. Neither is splenectomy indicated in 
leukemia, thalassemia, lymphosarcoma, and similar 
disorders unless secondary hypersplenism is present. 
Occasionally, splenectomy done ostensibly for primary 
cytopenic hypersplenism will give transitory improve- 
ment, with leukemia becoming manifest subsequently. 
The authors achieved 88 per cent good to excellent re- 
sults with splenectomy in 16 cases of chronic throm- 
bocytopenic purpura. In all, 75 per cent of the 
patients operated upon for medical reasons had good 
results. Excluding the 7 patients on whom diagnos- 
tic splenectomy was performed, there were 4 among 
the 51 patients who died. 

—Enmile L. Meine, Jr., M.D. 
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GYNECOLOGY 


UTERUS 


Uterine Prolapse and Prolapse of the Vaginal Vault 
Treated by Sacral Hysteropexy. Humpurey G. E. 
ArTHURE and Davip Savace. 7. Obst. Gyn. Brit. 
Empire, 1957, 64: 355. 


FIXATION OF THE UTERUS to the anterior abdominal 
wall has rightly become obsolete as a method of curing 
uterine prolapse, chiefly because it allows the full 
force of the intra-abdominal pressure to fall on the 
poorly supported peritoneum of the pouch of Doug- 
las. Enterocele is a more or less inevitable sequel, and 
in many cases the uterus again prolapses, although 
still adherent to the abdominal wall by a long fibro- 
muscular band. 

The difficulty could best be overcome by fixation of 
the fundus of the uterus in the region of the sacral 
promontory. This leaves the cervix slightly higher 
than its normal position, with the vaginal canal 
directed upward and backward in its normal axis, 
and access to the enlarged pouch of Douglas can be 
almost completely cut off by peritoneal suture (Fic.1). 
A preliminary anterior colporrhaphy may be neces- 
sary if a large true cystocele is present, but laxity of 
the posterior vaginal wall or a markedly deficient 
perineal body can be ignored unless there is a big 
rectocele. 

The abdomen is opened by a median subumbilical 
incision, with the patient anesthetized and in the 
Trendelenburg position. The posterior parietal peri- 


Fic.2. 


Fic. 2. Showing the posterior retroperitoneal dissection, with a fixation suture passed through 
the sacral promontory and right anterior sacroiliac ligament. 
Fic. 3. Peritonization completed, showing restricted access to the pouch of Douglas. 
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Fic. 1 (Arthure, Savage). Fixation of the uterus to the 
sacral promontory, showing obliteration of the pouch of 
Douglas. 


toneum over the sacral promontory is picked up and 
divided longitudinally with scissors, the incision ex- 
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tending for 4 or 5 inches. This incision is made to the 
right of the pelvic mesocolon. Two silk sutures are 
passed with a trocar-pointed cervix needle through 
the ligamentous tissue or through the superficial part 
of the intervertebral disc between the fifth lumbar 
vertebra and the sacrum. The divided posterior parie- 
tal peritoneum is now sutured with fine catgut to the 
right round ligament, starting on the side wall of the 
pelvis and coming inward to the fundus of the uterus 
and to the left round ligament in its inner part; the 
outer two-thirds of the left round ligament is lightly 
stitched to the peritoneal coat of the pelvic colon 
(Fic. 3). In this way access to the pouch of Douglas is 
only possible on the outer side of the pelvic mesocolon 
by an opening which is hoped will not permit hernia- 
tion of the small bowel. After removing the abdominal 
pack the abdomen is closed. 

Since 1951 the operation has been performed 50 
times in women whose ages ranged from 44 to 79, and 
12 of these patients were more than 70 years old. All 
except one were past the menopause. Only 2 have 
not been traced, and there have been no deaths in the 
remaining 48 patients. In 45 patients the indication 
for operation was marked uterine descent, which was 
complete or of third degree in 34 cases; in 7 of the 
latter the cervix or vaginal wall was badly ulcerated; 
only 3 were nulliparous. In addition, the operation 
was performed on 4 patients with very large entero- 
celes protruding from the vulva; on one occasion the 
operation was performed for a large rectal prolapse 
with only moderate uterine descent. Eleven patients 
had undergone a previous vaginal repair operation, 
and one other patient had had a ventrofixation. Four 
patients had previously had a subtotal, and one a 
total, hysterectomy. There were 2 recurrences of cys- 
tocele, insufficient to cause symptoms; in addition, 
10 other patients developed some degree of cystocele 
since the operation. These recurrent cystoceles have 
not given rise to any discomfort comparable to that of 
the uterine prolapse, and one cystocele has been com- 
pletely controlled by a plastic ring pessary. For the 
purpose of this review they have not been counted as 
failures, as the primary condition of uterine prolapse 
has been satisfactorily cured. Only 4 rectoceles were 
noted in the follow-up examination and all were 
symptomless. 

In the series of 43 cases of extensive uterine pro- 
lapse seen for follow-up there were 2 complete failures 
with recurrence of the uterine prolapse, and one 
partial failure in that the enterocele was not com- 
pletely controlled; one patient who did not attend 
examination reported that she still had some pro- 
lapse. In addition there was 1 partial failure in the 
group of 4 large enteroceles, in which a small entero- 
cele persisted. The patient who had a large rectal 
prolapse was completely cured, with no anal incon- 
tinence; this is particularly noteworthy in view of the 
fact that this condition is notoriously difficult to cure. 

—Charles Baron, M.D. 


The Vicious Circle of Anemia and Menorrhagia. 
Ceci Harris. Canad. M. Ass. F., 1957, 77: 98. 


THE AUTHOR points out that the women in the fourth 
and fifth decades of life are not uncommonly seeking 
advice because of increasing menorrhagia associated 


with symptoms suggesting chronic anemia. He states 
that the usual procedure is to give transfusions to 
these women after they have been admitted to the 
hospital, and to remove the uterus whether or not there 
is evidence of uterine disease. 

An alternative approach could be presented, which 
would appear to have certain advantages, such asa 
diagnosis to define the cause of the hypochromic 
anemia which may be related to defective gastric 
secretions or other problems such as poor diet. 

He outlines a number of pitfalls in the transfusion 
technique and reminds us that the transfusion reaction 
rate is serious and definitely beyond the inconse- 
quential. The importance of hepatitis and the conse- 
quences of overloading an already taxed heart is 
emphasized. He outlines the treatment of a few cases 
in which he used oral therapy to correct the anemia 
and in many of these cases the menorrhagia itself was 
cured once the anemia had been corrected. Ferrous 
calcium citrate given routinely will correct this anemia. 

Transfusion is not the answer to an iron deficiency 
anemia and the risks involved in the administration 
of blood do not justify transfusion to obviate a pro- 
longed hospital stay. 

The author also states that should a uterine lesion 
exist which calls for surgery, the patient would be in 
a more operable condition if she were prepared not 
by transfusion but by iron therapy. He is certainly 
emphatic in his recommendation of preoperative 
treatment of anemic patients by oral iron therapy to 
replace transfusion whenever possible. 

—Robert 7. McNeil, M.D. 


Mitotic Figures in the Endometrium (Mitosen im 
Endometrium). ConRAD ARNOLD AHRENS and GISELA 
Prinz. Geburtsh. © Frauenh., 1957, 17: 475. . 


THE AUTHORS studied the mitotic figures from the 
endometria of 90 women, in the hope that they would 
be helpful in the early diagnosis of endometrial car- 
cinoma. Thirty specimens of each of the following 
were considered: the normal endometrium, glandular 
hyperplasia, and endometrial carcinoma. In each 
case the method of histologic preparation was the 
same, that is, hematoxylin-eosin was used as the stain, 
and each of the sections was 4 microns thick. Count- 
ing and differentiating of the mitotic figures was car- 
ried out in 100 microscopic fields for each of the speci- 
mens. The number of mitotic figures present within 
the endometrium varies according to the stage of the 
menstrual cycle. The number of mitotic figures pres- 
ent increases rapidly during the proliferative stage of 
the endometrium, which occurs after the sixth post- 
menstrual day; the number of figures then decreases 
markedly before ovulation occurs, and is also very low 
before the next menstruation occurs. 

The localization of the mitotic figures is highly im- 
portant, since in the proliferative stage they are 
mainly concentrated within the glandular tissue 
rather than in the stroma, but in the secretorial stage 
this is reversed with most of the mitotic figures ap- 
pearing in the stroma. Mitoses were found to occur 
within normal limits not only in those patients who 
had a normal menstrual cycle, but in those suffering 
from hyperplastic endometrium as well. However, in 
cases of atypical hyperplasia and endometrial carci- 


e states 
ions to 

to the 
ot there 


which 
ich asa 
chromic 
gastric 


was Car- 
speci- 
t within 
e of the 
eS pres- 
stage of 
th post- 


ever, in 


al carci- 


noma, abnormal mitotic figures were frequently seen. 

The authors have found it necessary to differenti- 
ate between what they call normal, irregular, and 

thologic mitoses. The irregular forms of mitoses are 
subdivided into the following: “broken ring,” “‘butter- 
fly,” and “deviate.” The pathologic mitotic forms 
were divided into the following types: “‘c-effect,” 3- 
group metaphasis, asymmetric karyokenesis, sticki- 
ness, tripolar mitoses, and multipolar mitoses. 

In cases of endometrial cancer approximately half 
of all of the observed mitotic figures were found to 
belong to the pathologic category. In many cases of 
endometrial cancer, clusters of these pathologic mi- 
toses were found. Comparing the ratio of normal mi- 
toses to pathologic mitoses, the following figures were 
obtained: pre-invasive epidermoid cancer—normal : 
pathologic :: 1: 0.45; invasive epidermoid cancer— 
normal : pathologic :: 1 : 2.45; adenocarcinoma— 
normal : pathologic :: 1: 1. 

It is thought by the authors that these ratios of nor- 
mal to pathologic mitoses are characteristic for the 
degree of carcinomatous change involved. The atypi- 
cal hyperplasia must be considered as the reaction of 
the endometrium with a specific irritant, and hence is 
neither a precancerous lesion, nor is it comparable to 
a noninvasive cervical cancer. Once the irritant is 
withdrawn, there is a reversion to the stage which was 
prevalent before its introduction. According to the 
authors there is no possible transition from hyper- 
plasia to adenocarcinoma. Therefore, even though oc- 
casional pathologic mitotic figures may be observed 
in cases of atypical hyperplasia, they should not be 
— as the precursors of adenocarcinoma. 

e number of mitoses in atypical hyperplasia was 
three to four times that which was found in cases of 
typical hyperplasia. Although a small proportion of 
pathologic mitoses was found in cases of atypical 
hyperplasia, the authors do not suggest that this 
method of employing mitotic figures in the diagnosis 
of carcinoma should supersede other methods, but, 
rather, that it should supplement them. 

—Sylvain Van de Rijn, M.D. 


Conservative Surgery for Submucous Uterine Fi- 
broids (Die konservative Operation beim submu- 
koesen Myom). J. BERGER and J. BREITNER. Geburtsh. 
hank, 1957, 17: 397. 


IN RECENT YEARS, there has been an increase in the 
understanding of the fact that not only the ovaries, 
but the entire cycle of the endometrium, plays a defi- 
nite and essential role in the over-all pattern of female 
hormonal metabolism. In direct consequence to this 
fact, it has been deemed essential to retain the uterus 
whenever possible, especially in the case of older 
women. 

When the uterus is retained in the older patient, a 
psychosomatic feeling of well-being is imparted 
through the continuance of the physiologic phe- 
nomenon of the menstrual cycle. In many patients, dis- 
turbing neuroses have emerged following a hysterec- 
tomy, which are directly traceable to the removal of 
the uterus. In conjunction with this we may observe 
the increasing importance that is attached to the diag- 
nosis of infertility in female patients who have entered 
what is called by some the “myoma age.” More 
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people than ever before are attending the various 
infertility clinics, hoping to overcome their affliction. 
Many of these people, either because their profession 
compelled a late marriage, or because they have re- 
married, find that their advancing years compel them 
to seek such aid. This observation is dramatically 
highlighted when one considers the fact that in the 
city hospital of Basle, Switzerland, in the 10 year 
period from 1945 to 1955 there were 21,800 people 
admitted with gynecologic complications, 46 of these 
were suffering from submucous fibroids. Here it is 
interesting to note that most of these patients were 
between the ages of 35 and 55. 

Less than half of the patients admitted (43 per cent) 
were suffering from irregular vaginal bleeding, while 
17.5 per cent complained of infertility, and 15 per 
cent were afflicted with menorrhagia. The remainder 
of the patients (29.5 per cent), complained of pain, 
postmenopausal bleeding, or of various discharges 
from the vagina. 

Although the diagnosis of subserous and intramural 
fibroids is a relatively easy task for the trained phy- 
sician, the detection of submucous fibroids poses a 
much more difficult problem. When a submucous 
fibroid is present in the uterus, the size of that organ is 
quite often unchanged to any great extent, thus mak- 
ing the localization of the tumor difficult. In most 
cases, therefore, hysterography of the patient is highly 
important for the purpose of differential diagnosis. In 
63 cases of this type the symptoms indicated the pres- 
ence of a submucous uterine fibroid; however, upon 
closer clinical and laboratory investigation, only 41 
were found to be suffering from this type of tumor. 
Curettage, and the subsequent microscopic examina- 
tion of the tissue obtained therefrom, necessarily plays 
an important diagnostic role. Of the 22 patients who 
were incorrectly diagnosed, there were 8 with intra- 
mural fibroids, 6 with endometrial hyperplasia, and 
5 with endometrial polyps. 

In half of the patients who had submucous uterine 
fibroids it was possible to save the uterus by using the 
vaginal route in performing the surgery. Therefore it 
is evident that there is great value in employing the 
vaginal route when this type of surgery is indicated, 
since the uterus may be saved in about half of these 
cases. This method of “conservative” surgery is of 
great benefit not only because of the removal of the 
tumor, but also because when the uterus is retained by 
the patient, and its proper physiologic role can be 
carried out, there is an added benefit of a state of 
“well-being” as well. Furthermore, when this method 
of surgery was used, there was no observable post- 
operative bleeding. —/Sylvain Van de Rijn, M.D. 


Pelvic Lymph Node Tuberculosis and Stage O Cer- 
vical Carcinoma (Beckenlymphknotentuberkulose 
und Carcinoma colli O). Kurt Ricuter. Geburtsh. & 
Frauenh., 1957, 17: 537. 


TUBERCULOUS CHANGES were found in 2.83 per cent of 
the pelvic lymph nodes removed during radical 
hysterectomy for 212 cases of cervical carcinoma. In 
most cases the tuberculosis appeared to be confined to 
the pelvic lymph nodes with no other foci identifiable. 

A case of isolated tuberculosis of the pelvic lymph 
nodes is described. The woman, a 37 year old waitress 
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was a gravida one, para one. Because of an adnexal 
mass and a long-term fever, tuberculous salpingitis 
had been suspected; x-ray therapy had been adminis- 
tered previously. On examination there was a cervical 
erosion. By cervical colposcopy, mosaic leucoplakia 
(whitening with a mosaic pattern) and simple leuco- 
plakia were seen. Papanicolaou smears suggested a 
malignant condition. Biopsy showed carcinoma in 
situ. Complete hysterectomy and bilateral salpingo- 
oophorectomy were done later after a period of strep- 
tomycin therapy; at this time the adnexa were free but 
all the pelvic lymph nodes were enlarged and fused 
into tumor-like masses. The intestinal tract and kid- 
neys were normal. The lymph nodes showed tubercu- 
lous changes on histologic section. 

The author stresses the importance of biopsy verifi- 
cation of enlarged lymph nodes especially when there 
is a question of metastatic spread as in this patient. 

— Warren R. Lang, M.D. 


The Role of Exfoliative Cytology in the Diagnosis of 
Carcinoma of the Cervix Uteri. EstHer H. DALE, 
Osporn_E A. BrRINEs, GERALD S. Witson, and HARRY 
M. Netson. Am. 7. Obst., 1957, 74: 25. 


IN MODERN MEDICINE stress is placed on the early diag- 
nosis of malignant conditions. Carcinoma of the cer- 
vix of the uterus should, theoretically, be easily de- 
tectable, both because of the accessibility of the cervix 
and because of the applicability of cytologic methods 
in this field. The purpose of this article is to report the 
results of systematic and routine use of Papanicolaou 
smears in the diagnosis of cervical carcinoma, to 
draw attention to some factors in the incidence of the 
disease, and to emphasize a few points which have 
tended to prevent its early detection. 

The observations discussed in this article were made 
over a period of approximately 4.5 years on 15,832 
presumably asymptomatic women from whom rou- 
tine Papanicolaou smears were obtained. 

The smears were classified as negative, atypical, 
suspicious, or positive. Negative smears were those 
which contained no abnormal cells. Atypical smears 
contained cells which exhibited abnormalities of a 
kind which does not suggest that cancer is responsible 
for the alterations. Severe inflammatory lesions, for 
example, may produce such changes in the cells. 
Suspicious cells are those which exhibited character- 
istics suggesting a malignant neoplasm but which were 
not sufficiently definite to justify classification as posi- 
tive. Smears were classified as positive when there was 
no doubt as to the presence of malignant cells. 

In this group of 15,832 women, 160 Papanicolaou 
smears were reported as positive and 77 as suspicious. 
In 140 patients with positive smears biopsies were per- 
formed. Of these, 123 were reported as carcinoma, 5 
were considered questionable, and 7 were inadequate 
for satisfactory diagnosis. The term “questionable” 
refers to borderline or indeterminate biopsies in which 
atypical epithelial changes could not be accurately 
classified. This degree of atypism may actually repre- 
sent transition from atypical hyperplasia to neoplasia; 
or it may be reversible, with eventual restoration to 
normal epithelium. In the 77 patients with suspicious 
smears, there were 51 biopsies, 27, or 52.9 per cent, of 
which were positive, and 6, or 11:8 per cent, question- 


able. One was inadequate. The importance of the 
suspicious smear cannot be overemphasized. 

There were 7 false negative smears. These are 
smears rated as free from malignant cells in patients 
who are found by other diagnostic methods to have 
carcinoma of the cervix. The explanation for some of 
these probably lies in the severe necrosis, ulceration, 
and bleeding which make it difficult to get fresh well. 
preserved cells in the smear. 

Although cancer of the cervix has been considered 
a disease of middle and older aged women, the authors 
found that a considerable number of cases do occur in 
women in the third and fourth decade. In their series 
6.6 per cent of the cases occurred in women in the 
third decade and 27.1 per cent occurred in women in 
the fourth decade. 

The value of cytodiagnosis as a screening procedure 
is well illustrated by the number of instances in which 
no clinical evidence of cancer of the cervix was present. 
Over 23 per cent of the cases were clinically undetec- 
table and would have been missed completely in the 
absence of the cytologic studies. 

—Ely Elliott Lazarus, M.D. 


Vaginal Metastases Occurring in Cervical and Endo- 
metrial Cancer (Vaginalmetastasen beim Kollum- 
und Korpuskarzinom). DretricH BuTTENBERG and 
Huco Ze1tz. Geburtsh. @ Frauenh., 1957, 17: 427. 


Tue FACT that vaginal metastases may be diagnosed 
rather early means that it is possible to treat them be- 
fore they reach an advanced stage. Regular checkups 
by the physician are perhaps the best method of pre- 
venting their development and continued spread. The 
nature of the metastases may be best determined by 
biopsy after which prompt treatment either by radium 
or x-ray may be begun. 

The material on which this study was based was 
taken from data compiled at the Heidelberg Klinik 
between the years 1935 and 1953. The tumors con- 
sidered in this study were all of the metastatic variety 
and were determined by the fact that they showed the 
same histologic composition as the parent tumor, and 
by the fact that there was healthy tissue between the 
two of them. Also, the authors only considered tumors 
that were located in the lower two-thirds of the vagina, 
and hence were not connected to the original tumor 
by infiltration. 

Of the 2049 cases of cervical cancer observed in the 
Klinik, 2.9 per cent (60) had accompanying vaginal 
metastases, and of 618 endometrial cancers, 5.2 per 
cent (32) had vaginal metastases. Jonsell, in his ob- 
servation of 1881 cervical cancers, found that 8.7 per 
cent (216) of them had vaginal tumors as well; how- 
ever, he included carcinomas found in the upper 
third of the vagina. Meigs found 25 (12.1 per cent 
cases of vaginal metastases occurring in the 216 cases 
of endometrial cancer that he observed. In most of the 
cases the tumors were multiple in origin and were 
frequently located in the anterior wall of the vagina; 
only 4 were found in the posterior wall. 

The metastases from cervical cancer appear much 
earlier than do those from endometrial cancers, since 
endometrial carcinomas metastasize much later. Cer- 
vical cancers may metastasize as early as 6 months 
after their establishment, but endometrial cancers 
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may not do so for a period of up to 3 years. The tumor 
cells are transported to the vagina by means of the 
lymph and blood vessels; this is often stimulated by 
the pushing and pulling of tissues which occur during 
surgical procedures. The fact that out of 60 cases of 
cervical cancer only 15 cases of metastases were found 
before treatment was undertaken, but 45 were dis- 
covered after surgical treatment was begun, lends 
credence to the observation that it is the surgeon him- 
self who is sometimes responsible for the occurrence of 
the metastasis of the tumor. This is dramatically 
shown in a study of endometrial cancers. In this study 
there were 18 cases of vaginal metastases after treat- 
ment, and 15 after hysterectomy was carried out. In 
contrast to this there were only 3 cases of metastases 
after treatment by radiation, despite the fact that the 
same number of patients received radiation treatment 
as were subjected to surgical treatment. 

The following results were obtained when the pa- 
tient was treated with a dose of 44 mgm. hours of 
radium: 

Cervical cancer (55 cases) 

Local cure—20 (36.4 per cent) 
Five year cure—9 (16.4 per cent relative), (15 
per cent absolute) 
Beyond treatment—5 
Endometrial cancer (29 cases) 
Local cure—16 (55.2 per cent) 
Five year cure—7 (24.1 per cent relative), (21.9 
per cent absolute) 
Beyond treatment—3. 
— Sylvain Van de Rijn, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Bleeding from the Ovary; Graafian Follicle and Cor- 
us Luteum. A. D. Craman. Canad. M. Ass. 7., 1957, 
6: 1036. 


THE AUTHOR reviews the literature on ovarian bleed- 
ing and reports 34 additional cases proved by laparo- 
tomy. The new cases are analyzed on the basis of 
their clinical history, age distribution, parity, and 
the physical findings before and during operation. 
It is emphasized that this incident need not occur at 
the expected time of ovulation since the bleeding 
always take place from the corpus luteum and not at 
the time of ovulation itself or from the corpus haemor- 
thagicum. 

The author points out that bleeding will subside in 
most cases without the need for operation, and he 
recommends a longer period of observation in indivi- 
duals in whom the diagnosis is seriously considered 
and the possibility of an acute appendicitis or ectopic 
pregnancy is remote. He suggests also that such diag- 
nostic procedures as colpotomy or culdoscopy may be 
resorted to in doubtful cases with the strong possibility 
that confirmation of the diagnosis and spontaneous 
subsidence of the bleeding will make laparotomy 
unnecessary. — Howard Ulfelder, M.D. 


Tuboplasty; Free-Wheeling the Polyethylene Splint. 
E. Gaur, Jn. Ame 7. Obst. 1957, 74: 422. 


Tae AUTHOR observes that the correction of obstruc- 
tive sterility in women has been greatly implemented 
by the employment of the biologically inert polyethy]- 
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ene tube as a splint for recanalization of the fallopian 
tubes and as a mold over which the endosalpinx may 
re-establish its hollow continuity from ovary to endo- 
metrium. He suggests that the polyethylene tube be 
drawn through the salpinx bilaterally and then an- 
chored to the abdominal wall through stab wounds. 
He also suggests that the polyethylene tube can be 
drawn through the two oviducts and left as a loop in 
the abdominal cavity with the other ends extending 
through the external cervix into the vagina. 

He concludes with the statement that “the pro- 
posed modifications are expected to expedite the 
modus operandi, if not improve the statistical results, 
since they do not alter the principles of the basic pro- 
cedure.” —Robert J. McNeil, M.D. 


EXTERNAL GENITALIA 


Congenital Absence of the Vagina (Ueber kongenitales 
Fehlen der Scheide). AARNo TuRUNEN. Ann. chir. gyn. 
fenn., 1957, 46: 125. 

THE AUTHOR of this article is Chief of the First Univer- 
sity Women’s Clinic, Helsinki, Finland, and he has 
examined 73 patients with absence of the vagina dur- 
ing 20 years. The majority of these patients were from 
20 to 29 years of age, and most of them had normal 
external genitalia, sexual characteristics, and hair 
distribution. It appeared that other visible deformi- 
ties, such as syndactilism, harelip, etc., were much 
more frequent in this group than in the general popu 
lation. Downward displacement or other abnormali- 
ties of the kidneys were so frequent that investigation 
of the urinary system should never be omitted in these 
cases. The condition of the internal genitalia was as- 
certained in only 10 patients in whom laparotomy was 
done. A functional uterus was present in 3 of the 10 
patients, and all 3 had implants of endometriosis in 
the pelvis and/or ovaries as the result of retrograde 
menstruation through the tubes. The ovaries were 
normal except in 3 cases, and 1 of the ovaries con- 
tained a corpus luteum. 

Nearly one half (32) of the patients complained of 
periodic monthly pain in the pelvis, even in the ab- 
sence of a uterus, and ovulation must be assumed to 
occur in these women. The majority of the patients 
appeared a few months after marriage, 24 patients 
were married, and 1 had been married for 10 years 
when she first sought medical attention. It appears 
that frequent intercourse as well as Frank’s non-sur- 
gical method of creating a vagina may result in a per- 
ineal excavation which can satisfy both partners com- 
pletely. In 4 patients the urethra was dilated and 
obviously used for cohabitation. Stress incontinence 
and painful intercourse resulted. 

Forty-seven of the patients (64 per cent) were oper- 
ated upon while of the 26 remaining patients 1 had 
Turner’s syndrome, 15 were not contemplating mar- 
riage, and 7 were satisfied with a dimple created at the 
perineum. The technique used was a modification of 
Kirschner-Wagner’s procedure (61. Gyn., 1930, 54: 
2,690), in this country known as the McIndoe opera- 
tion, with the use of Thiersch transplants from the 
thigh which had been obtained with the flat knife or 
dermatome. The skin strips were fixed to a cylindrical 
prosthesis which was covered with foam rubber and 
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then introduced into the previously prepared space 
between the bladder and the rectum. The mold was 
left in place for 14 days and then replaced by a mold 
covered with ointment for a total of up to 2 months. 
In 3 patients a functional uterus was implanted into 
the artificial vagina at a second session, but none of 
these patients has become pregnant so far. 

There was no mortality. In 3 patients rectovaginal 
fistulas occurred and healed spontaneously. The re- 
sult of the operation was called excellent in 22, good 
in 12, satisfactory in 7, and poor in 5 cases. All except 
8 of these patients are happily married, and it was 
quite obvious that regular coitus was the most im- 
portant preventive of later shrinkage. 

—W. D. Bergman, M.D. 


Malignant Vulvar Paget’s Disease. J. DonaLp Woop- 
RUFF and Epwarp H. RIcHARDSON, JR. Obst. Gyn., 
1957, 10: 10. 


PAGET’s DISEASE of the vulva is a distinct entity. Its 
clinical picture is described in this article. The course 
is usually that of an intraepithelial carcinoma and it 
may involve any of the structures of ectodermal origin. 
most commonly the apocrine gland with which there 
seems to be a definite anatomic association. When 
malignancy does occur, metastatic spread appears to 
be slow and involves adjacent areas and the regional 
nodes first. The metastases show clusters of cells which 
often contain scattered clear cells similar to those seen 
in the original tumor. 

The treatment should consist of wide local excision 
and frequent followup biopsies in the local area. Un- 
less gross or microscopic evidence of malignancy is 
present, no further therapy would seem necessary. 
However, there is every reason to believe that when 
such evidence is present, lymphadenectomy is defin- 
itely indicated, since not only does the tumor seem to 
be slow-growing, but also in at least one of the author’s 
2 cases, x-ray therapy was of no value. 

—Alan Rubin, M.D. 


MISCELLANEOUS 


Variations in the Number of Circulating Platelets 
Relative to the Menstrual .Cycle (Variazioni nel 
numero delle piastrine circolanti in rapporto al ciclo 
mensile). C. Savi and G. Cicapa. Minerva gin. Tor., 
1957, 9: 161. 


Tue patty blood platelet counts in a series of 20 
women having biphasic cycles and in 2 with probable 
monophasic cycles form the basis for this study. 

The investigation covered 36 cycles in all and 
parallels the findings of Pepper and Lindsay in demon- 
strating an increase in the platelet count on the four- 
teenth and fifteenth day, midway between the cycle, 
coinciding with the rise of the basal temperature 
(average platelet increase being 74,000 per cubic 
millimeter). Anovular cycles do not have this rise. The 
average platelet count in the first half of the cycle was 
258,000 per cubic millimeter, and 282,000 in the 
second half. 

A small group of female rabbits received auto- 
hemotherapy in the form of 2 c.c. of blood injected in- 
traperitoneally and in a similar manner the authors 
injected 10 c.c. intragluteally in women during the 


first half of the cycle. In both instances no significant 
change in the platelet count was observed. 

In a second group of patients, studies were made on 
the effect of histamine (0.5 mgm. 1 per cent dilution), 
A third group received acetylcholine (0.2 gms.), but 
only slight variations in the platelet count were ob- 
served. To a fourth group estradiol benzoate was given 
(3 mgm. to the female patients, and 0.1 mgm. to the 
female rabbits). Once more no significant change was 
noted in the platelet count or in the basal temperature, 
A fifth group (women) received intravenously 20 
milligrams of an aqueous extract of progesterone 
(lutocycline), and again no variation was shown either 
in the platelet count or the basal temperature. 

Furthermore, no significant variations resulted 
when the two hormones were injected in patients who 
had symptoms of advanced menopause and in others 
who had been subjected to a surgical menopause. 

The authors ended their study by experimenting 
with an aqueous solution of 50 milligrams of pro- 

sterone and 5 milligrams of estradiol benzoate 

emménovis). This gave a constant increase in both 
the platelet level and the basal temperature during 
the first 12 hours following the injection and lasting for 
72 hours thereafter. This response was obtained in all 
three categories of patients, that is, those who were 
experiencing an advanced menopause, those in the 
child-bearing period, and those who had been sub- 
jected to a surgical menopause or castration. 

In counting the platelets the method of Vanzetti 
was used. The full study covered a period of 3 months, 
necessitating 1,032 platelet counts. 

The authors indicate that a knowledge of the platelet 
levels during the menstrual cycle may help us to de- 
termine the time at which ovulation occurs, if at all, 
and may prove to be of some help in treating and 
studying ovarian dysfunction associated with sterility, 
which is presumably the result of anovular cycles. 

—Vincent Ippolito, M.D. 


Ten Years’ Experience with Culdoscopy; an Anal 
sis of 594 Cases. WitiiaM E. Josey, Joun D. Ta 
Ricuarp W. Te Linve. South. M. 7., 1957, 

713. 


An ANALYsIs of 594 culdoscopic examinations per- 
formed on the Gynecological Service of the Johns 
Hopkins Hospital represents the aggregate experience 
of 59 workers during a 10 year period. The results 
indicate that culdoscopy is a valuable adjunct to the 
usual methods in gynecologic diagnosis. 

Culdoscopy has proved very helpful in ruling out 
or establishing a diagnosis of ectopic pregnancy when 
the findings by other methods of examination are in- 
conclusive. In addition, it has been found useful in 
selected cases of suspected endometriosis, unexplained 
abdominal pain, pelvic masses of uncertain nature, 
suspected pelvic tuberculosis, sterility, and endocrine 
disorders. 

It appears that, if used successfully, culdoscopy will 
substantially reduce the number of patients requiring 
laparotomy for the aforementioned conditions. 

Any anesthetic technique may be utilized if proper 
precautions are observed. Because of the difficulty 
encountered in maintaining an adequate airway in 
the knee-chest position, patients who are to have 
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culdoscopy under a general anesthetic should be 
routinely intubated. 

An unsatisfactory examination may be expected in 
asmall percentage of cases (7.6 per cent in this series), 
but the failure rate can be reduced by rejecting pa- 
tients with a fixed mass or firm adhesions in the cul- 
de-sac and by giving attention to the proper tech- 
nique in inserting the trocar. 

Culdoscopy is relatively safe but, like certain other 
diagnostic procedures, it is not without danger when 
injudiciously employed. In one instance, misuse of the 
culdoscope resulted in an unrecognized perforation 
of the rectum and perhaps contributed to the death of 
the patient 2 days later. This accident is extremely 
rare and is unlikely to occur if good judgment is 
exercised in the selection of cases. Extraperitoneal per- 
foration of the rectum, in contradistinction to intra- 
abdominal perforation, does not constitute a serious 
In} 

Caldoscopy probably does not interfere with the 

rogress of a normal early intra-uterine pregnancy. 
—Charles Baron, M.D. 


Pelvic Tuberculosis in Women. SHeera Gupta. 7. 
obst. gin. India, 1957, 7: 181. 


THE AUTHOR presents a rather complete review of the 
subject of pelvic tuberculosis in women. She was 
particularly interested in the incidence in unselected 
cases of routine gynecologic practice of the hospital, 
as well as in its association with sterility. Also, she was 
interested in the association of pelvic tuberculosis 
elsewhere, and in the association between tuberculous 
endometritis and tuberculous salpingitis. 

The author concludes that the incidence of genital 
tuberculosis was 9.67 per cent. The incidence of en- 
dometrial tuberculosis was 17.39 per cent in cases of 
sterility. Pregnancy can develop in a tuberculous 
uterus as demonstrated by a case which was pre- 
sented, but is quite rare. Amenorrhea was the most 
common symptom. Tuberculosis must be thought of 
in patients with gynecologic disorders. 

—Byford F. Heskett, M.D. 


Exenteration Operations in the Treatment of Ad- 
vanced Pelvic Cancer. R. Gorpon Douctias and 
WiuiaM J. SwEENEY. Am. 7. Obst., 1957, 73: 1169. 


THE AUTHOR presents a detailed and critical review of 
23 cases in which exenteration operations were per- 
formed in the treatment of advanced pelvic cancer. 
Complete follow-up observations are available on all 
but1 patient who was alive and well 4.5 years follow- 
ing the operation. The patients selected for operation 
were judged to have recurrent cancer which was con- 
fined to the pelvis. In each case, surgery was under- 
taken with the basic idea of cure, not palliation. 
There was no arbitrary age limit if the patient’s 
physical condition seemed satisfactory. 

Total exenteration was done on 16 patients and an 
anterior exenteration on 7 patients. In addition, the 
procedure was abandoned in approximately 20 other 
patients after exploratory laparotomy revealed that 

er surgery was unjustified. Primary lesions in- 
cluded carcinoma in the following locations: cervix 
(18), endometrium (3), urethra (1), and ovary (1). 
Twenty patients had previous irradiation and 13 had 
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undergone previous operations, including two radi- 
cal hysterectomies with pelvic lymph node dissec- 
tion. 

An extensive preoperative evaluation included a 
barium enema study, x-ray survey for tumor metas- 
tasis, and investigation of the urinary tract. Evidence 
of obstruction or malfunction of the upper urinary 
tract does not necessarily contraindicate surgical 
exploration. In each patient, a careful preoperative 
examination under anesthesia was made. Eleven 
were interpreted as demonstrating spread to one or 
both lateral pelvic walls. However, in 7 of the 11 
patients, a cleavage plane was easily developed, and 
in only 1 patient was it necessary to cut through 
tumor tissue fixed to bone. 

Residual or metastatic tumor was found in all but 1 
patient in whom inflammatory necrosis and indura- 
tion from an irradiated stage 2 carcinoma of the cer- 
vix were misinterpreted as representing malignant 
tissue. 

The postoperative care was exacting and meticu- 
lous, requiring constant, skilled nursing care and 
accurate fluid and electrolyte control. There were 68 
postoperative complications, the principal problem 
being obstruction or infection of the urinary tract. All 
patients had ureteral transplants, either to the skin or 
sigmoid colon. 

Some measure of the magnitude of an exenteration 
operation may be had from the following average 
figures: operating time, 7 hours and 29 minutes; 
blood replacement, 2,935 cubic centimeters; post- 
operative hospital stay, 45.4 days. These figures justify 
the assertion that this procedure should be under- 
taken only by surgeons trained to perform extensive 
surgery in institutions capable of providing compli- 
cated and prolonged care and willing to assume a 
portion of the financial burden which is part of this 
problem. 

Of a total of 23 treated patients, 16 are dead. Thir- 
teen died with evidence of recurrent carcinoma and 1 
died on the sixth postoperative day. One patient is 
alive with widespread metastasis and 1 is lost to fol- 
low-up after 4.5 years. Five patients (21.7 per cent) 
are alive without evidence of recurrence and 2 of 10 
available for a 5 year follow-up examination are 
alive (20 per cent). The surviving patients seem to 
have adjusted well to their surgery, and 2 are gain- 
fully employed. 

The majority of deaths have occurred in the first 2 
years. Evaluation of this group of patients is difficult. 
The larger number had a painful and discouraging 
period of survival. A few patients benefited from the 
operation to the extent of several more years of rela- 
tively comfortable life. 

—Lester T. Hibbard, M.D. 


Results of Operations for Urinary Fistulae (Ueber 
Resultate der Harnfistel-Operationen). K. Zimmer 
and E. Franz. Geburtsh. & Frauenh., 1957, 17: 327. 


IT HAs BEEN obvious in recent years that fistulas from 
obstetrical causes have become extremely rare in an 
era in which cesarean section has all but replaced 
high forceps application, symphysiotomy, and other 
dangerous obstetrical procedures or untimely pro- 
crastination. 
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The authors have treated 33 instances of urinary, 
mainly vesicovaginal fistulas during the years 1948 
to 1955 at the University Women’s Clinic in Frank- 
fort, Germany. Three of these were of obstetrical 
origin, 11 followed radiation, and 10 occurred after 
radical hysterectomy procedures. Twenty of the pa- 
tients had been referred from other institutions, and 
a few of them had undergone as many as six attempts 
at closure. 

The technique employed was that of Fiirth in 
which, from the vaginal approach, the fistula is cir- 
cumcised through healthy tissue, and the fistulous 
tract and scar tissue are then inverted into the blad- 
der while the two hollow organs are separated with a 
connective tissue layer. No sutures enter or touch the 
bladder mucosa. This technique was modified by the 
introduction of a catheter through the urethra, 
bladder, and fistula, to which the excised edge of the 
opening is tied and withdrawn in order to invert the 
tissue more completely. 

It was occasionally necessary to advance the cathe- 
ter from the vaginal side and recover it from the blad- 
der with the cystoscopic forceps. In one case of this 
series an interposition of the uterus was done for the 
treatment of an extensive cervicovesical fistula in 
which the available vaginal tissue was found to be 
inadequate. 

There were 4 ureterovaginal fistulas, 3 of which 
were cured as the ureteral lesion was low enough to 
close the defect without tension. Of 5 large defects 
with combined urethrovesicovaginal fistulas and 
sphincter damage after colporrhaphy only one was 
cured in spite of the formation of a new urethral tube 
and a plastic operation on the bulbocavernosus. 
Among 11 cases of radionecrosis a cure was obtained 
in 6, even though the defects were large and often 
also involved the rectum. It is therefore recommended 
that surgical closure be attempted in this type of pa- 
tient, provided the necrosis is not due to an advancing 
neoplasm. Therefore, 13 postoperative cases remained 
in this series, of which 9 were cured, which made a 
total of 18 cases healed among the 33. It is also men- 
tioned that surgical closure should not be attempted 
until sufficient time has elapsed to:be certain that lo- 
cal tissue reactions are at a standstill, and that spon- 
taneous cures will be unlikely. 

—W.D. Bergman, M.D. 


Simple Vesicourethral Suspension; a Survey. ANDREW 
A. MARCHETTI, Victor F. MARSHALL, and Lester D. 
Suuttis. Am. 7. Obst., 1957, 74: 57. 


A survey of 12 years’ experience with simple vegj. 
courethral suspension for the correction of urinary | 
incontinence is presented. One hundred and thirty. 
two patients were operated upon and only four of 
them were lost to follow-up during this study. 

Although the anatomy and histology of the bladder 
and the urethra are not reviewed in the article, several 
points concerned with the physiology and mechanics 
of micturition are emphasized. One is that the present 
evidence supports the concept that definitive external 
and internal sphincter muscles do not exist in the 
urethra. Stress incontinence is thought to be caused 
by the lack of support of components of the levator 
ani to the neck of the bladder and adjoining urethra, 
or the loss or inadequacy of the attachments of these 
vesical structures to the symphysis pubis. Trauma of 
childbirth is most frequently the cause of this defect, 

Selection of the patient for this operation is impor- 
tant. The diagnosis of urinary stress incontinence is 
not always easy. The history, complete urinalysis, 
endocystoscopy, and a preoperative “‘stress’’ test are 
mandatory in proper diagnosis. 

The results of the operation show an over-all suc- 
cessful outcome in 84 per cent of the patients. These 
results are considered excellent when compared with 
those obtained from the use of other techniques. 

The primary indication for the use of vesicourethral 
suspension is in patients in whom standard vaginal 
procedures have failed to correct stress incontinence. 
A review of all the complications in this series indi- 
cates that none had any serious implications. The 
technique of this operation as first described has re- 
cently been slightly modified. Formerly, the lateral 
walls of the urethra were included in the initial su- 
tures that were used to elevate and fix the urethra to 
the posterior surface of the symphysis pubis. This is no 
longer done. The sutures are confined to the vaginal 
wall lateral to the urethra and are then secured to the 
periosteum of the pubis. A double bite into the vaginal 
wall is recommended instead of a single one. 

There were 4 women in the series who were deliv- 
ered of 5 babies after having had a vesicourethral sus- 
pension. None of them has reported a recurrence or 
the loss of urinary control. ©§ —Harry Fields, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Fertility After Low Cesarean Section. Pentri A. 
ARVINEN and Paavo PystyNEN. Ann. chir. gyn. fenn., 
1957, 46: 101. 


Tue OBJECT of the present authors was to study wheth- 
er, since the introduction of low cervical cesarean 
section, any change has taken place in the fertility 
following cesarean section. They were fortunate to be 
situated so that they could study cases operated upon 
by both the low cervical and the classical techniques in 
a simultaneous study. To justify their conclusions a 
great deal of detailed description of their selection of 
cases, the fertility of the patients, and the duration of 
the marriage before the first pregnancy was outlined 
carefully. The preoperative and postoperative mortal- 
ity and morbidity were discussed. 

There was some discussion as to the value of re- 
peated cesarean sections versus vaginal deliveries fol- 
lowing a cesarean section. The statement was made 
that “from the present material it seems that 2 of 3 
patients on whom cesarean section has been performed 
become pregnant again, one of 3 is later subject to a 
repeat section, and every fourth is later delivered by 
the vaginal route.” 

As a final conclusion they state that a comparison 
of the results with those of a previous study published 
from the clinics in which they were studying reveals 
that the reducing effect on fertility from low cesarean 
section is not nearly so great as that from the previ- 
ously practiced classical cesarean section. 

—Robert J. McNeil, M.D. 


Clinical Correlation of X-Ray Interpretation in 
Obstetrics. RAFAEL R. ENRILE, SERVANDO O. AREL- 
LANO, JosE G. Tamayo, and Danito C. Coronet. 7. 
Philippine M. Ass., 1957, 33: 383. 


A ToTaL of 325 x-ray pelvimetry studies were re- 
viewed and correlated with the clinical outcome of 
each case in an effort to evaluate the reliability of x- 
ray findings. The x-ray pelvimetry studies included 
not only studies for evidence of cephalopelvic dispro- 
portion but also for position of the fetus, diagnosis of 
pregnancy, placentography, and differentiation of 
hydatid mole. The patients were all from the Univer- 
sity of Santo Tomas Hospital. X-ray examination was 
found to be uniformly correct in the diagnosis of mul- 
tiple pregnancies. Clinically, 26 per cent of the multi- 
ple pregnancies had been erroneously diagnosed. X- 
tay examination was found to be of little value in de- 
termining whether or not fetal death was present. The 
dlinical x-ray diagnosis of abnormal presentation was 
found to be correct in nearly all cases. 
Placentography was requested 76 times on the 
grounds of possible placenta previa. It was found to be 
ttroneous in 29 cases or 38 per cent. However, x-ray 
diagnosis was erroneous in 19 per cent of the cases. 
ntgenograms for evidence of cephalopelvic dispro- 
Portion were done 125 times and in 6 cases, or 4.8 per 
cent, the clinical diagnosis was incorrect. The x-ray 
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diagnosis was incorrect in 10 cases, or 7.7 per cent. 
This would seem to indicate that in the diagnosis 
of placenta previa and cephalopelvic disproportion, 
good clinical judgment and proper estimation of the 
x-ray studies must be combined if the x-rays are to be 
of any value. The authors’ survey indicates the limi- 
tations of such x-ray studies, particularly from the 
viewpoint of prognosis. — James F. Donnelly, M.D. 


Intravaginal Measurement of Radiation Dose Inci- 
dent to X-Ray Pelvimetry and Hysterosalpingog- 
raphy. Rosert BERMAN and BENJAMIN P. SONNEN- 
BLICK. Am. 7. Obst., 1957, 74: 1. 


Durinc the past half century since the discovery of 
x-rays by Roentgen in 1895, diagnostic and thera- 
peutic radiation has been used with increasing fre- 
quency in most branches of medicine. The diagnostic 
use of x-ray in gynecology and obstetrics has not been 
as extensive as in other fields. However, two specific 
procedures, x-ray pelvimetry and hysterosalpingog- 
raphy, have earned recognition as diagnostic aids in 
the practice of obstetrics and gynecology. One of the 
arguments advanced against the use of x-ray in ob- 
stetrics and gynecology is that the radiation may be 
harmful to the maternal ovaries and to the fetus. Even 
though no factual data have been presented to prove 
that diagnostic roentgenology properly carried out 
has produced damage of somatic tissues in the female, 
there is an implied hazard to the offspring of future 
generations through germinal changes. 

The purpose of this article is to record actual meas- 
urements in roentgens of radiation dosage directed to 
the depths of the female pelvis during the exposure of 
films for x-ray pelvimetry and hysterosalpingography. 
Measurements of x-ray dosage in 28 women sub- 
jected to pelvimetry or hysterosalpingography are 
presented, and an attempt is made to evaluate the 
nature of the risk involved, including the genetic im- 
plications. 

The total average intravaginal dose for x-ray pel- 
vimetry (a series of 4 films) is 2.9 roentgens. The total 
average intravaginal dose for hysterosalpingography 
(a series of 6 films) is 3.2 roentgens. 

X-ray equipment should be calibrated and the fac- 
tors of x-ray exposure should be selected to reduce the 
amount of radiation to the minimum consistent with 
quality films. There should be no hesitation in utiliz- 
ing the indicated diagnostic procedures in obstetrics 
and gynecology if the technique is properly carried 
out. —john R. Wolff, M.D. 


Obstetric Significance of Female Genital Anomalies. 
Wat ter S, Jones. Obst. Gyn., 1957, 10: 113. 


A series of 298 pregnancies occurring in 128 women 
with anomalies of the genital tract is reported from the 
Providence Lying-In Hospital, Providence, Rhode 
Island. 

The septate uterus, with a single or a septate cervix, 
performs well during both pregnancy and labor. The 
bicornuate uterus has a poor gestational capacity due 
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to its deformed myometrium, becoming worse in pro- 
portion to the forking. The result is a high incidence 
of abortion and premature labor. On the other hand, 
delivery through its normal cervix is satisfactory in 
vertex presentations. The cesarean section rate will be 
elevated by frequent malpresentations. An additional 
hazard is the 10 per cent incidence of retained pla- 
centas. 

The single or septate uterus, having a true double 
cervix, has a good gestational capacity. The difficulty 
lies in delivering a mature fetus through the hemicer- 
vix. Cervical dystocia and breech presentation will 
create a cesarean section rate approximating 65 per 
cent. 

The pregnant unit in complete doubling (true 
uterus didelphys) and in unilateral mullerian matura- 
tion is a hemiuterus with a hemicervix. Of all anom- 
alies it is the poorest muscular organ with the poorest 
cervix, and it gives the worst obstetric results. 

Two minor anomaly types, simple longitudinal 
vaginal septum and transverse vaginal septum, pre- 
sent problems only of delivery through the outlet. 
These are usually permanently solved by excision of 
the septum at the first delivery.—Alan Rubin, M.D. 


Relationship Between Nausea and/or Vomiting in 
Early Pregnancy and Abortion. Jack H. MEDALIE. 
Lancet, Lond., 1957, 2: 117. 


ONE HUNDRED consecutive pregnant women in a rural 
Israeli community were studied to ascertain the 
severity and duration of nausea and vomiting during 
the first trimester and its relationship to abortion. 
During the 2 year period of the study it was possible 
to follow the patients through the pregnancy. All 
were members of cooperative agricultural settlements 
south of Haifa. Fifty-nine were primigravidas and 41 
had been pregnant previously. Only 14 were over 30 
years of age. Sixteen had been born in Central Europe, 
29 in the Balkans, and 43 in the “Anglo-Saxon” 
countries. 

Seventy-one per cent had nausea and vomiting. 
Twenty-three per cent had vaginal bleeding. There 
were 11 completed abortions and a like number of 
threatened abortions. None of the women who had 
severe or moderate nausea and vomiting aborted. 
In fact the author found that the more severe the gas- 
trointestinal upset the less was the tendency to abort. 

There was no correlation between age, or parity, or 
duration of time in Israel, or area of origin on the one 
hand and either abortion or nausea and vomiting on 
the other. The author believes that the protection 
from abortion apparently afforded to patients with 
first trimester gastrointestinal upsets strongly suggests 
that the two may have a common etiology (endocrino- 
logic or not). — Everett Shocket, M.D. 


Facts Pertinent to the Etiology of Eclamptogenic 
Toxemia; a Summation of Previous Observations 
(1930-1955). R. A. BaRTHOLOMEW, E. D. Corvin, W. 
H. Grimes, Jr., Joun S. Fis, and Others. Am. 7. 
Obst., 1957, 74: 64. 


SIGNIFICANT anatomic, physiologic, and pathologic 
data are presented which seem pertinent to the etiol- 
ogy of eclamptogenic toxemia. A theory of the genesis 
of this disease is suggested by these phenomena. 


There is a specific placental pathology in the form 
of acute and subacute placental infarction which j 
pathognomonic for pre-eclampsia, eclampsia, and 
abruptio placentae. The areas of placental necrosis jp 
contact with maternal intervillous circulation presen 
possibilities for dissemination of the products of pl. 
cental autolysis which may be highly toxic to th 
mother. Placental infarction of the subacute or acut 
type is the cause and not the effect of toxemia of preg. 
nancy. An anatomic basis for placental infarction j 
found in the presence of smooth muscle sphincters in 
the placental veins which were first discovered by 
Spanner. The trigger which excites spasm of a number 
of the venous sphincters is largely oxytocin, which 
through changes in the hormone balance in the latter 
part of pregnancy (lowered progesterone and the 
presence of free estrogen) is apparently released from 
the inhibition exerted by its hormonal antagonist, 
progesterone and pitocinase. 

The increase in desoxycorticosteroids late in preg. 
nancy, aided by salt, sensitizes the smooth muscle of 
the vessel walls and probably that of the placental 
vein sphincters to increased reactivity. Spasm of the 
venous sphincters thus obstructs the exit of fetal blood 
from the corresponding placental units, causing dix 
tention of villous capillaries, enlargement of villi, di- 
minution or obliteration of the intervillous spaces and 
circulation, which results in anoxic necrosis of the 
chorionic epithelium, villous stroma, and capillary 
endothelium. 

Thromboplastin, abundant in placental tissues, is 
the first product of chorionic necrosis, which, if in- 
farction is extensive, causes abruptio by subplacen- 
tal clot formation and occasionally causes afibrino- 
genemia with hemorrhagic tendency. 

There is only one true toxemia of pregnancy—that 
due to placental infarction and necrosis. It comprises 
abruptio placentae, eclampsia, and its precursor, pre- 
eclampsia. Other conditions presently included in the 
accepted classification of toxemia of pregnancy con- 
stitute predisposing causes rather than toxemias. 

Biochemical studies of normal and toxic placentas 
and blood now in process may serve to identify the 
nature and effects of other degradation products of 
placental necrosis, which are probably more con- 
cerned with pre-eclampsia and eclampsia. 

—Harry Fields, M.D. 


Histogenesis of Pathological Processes in Placentas of 
Metabolic Disease in Pregnancy; Toxemia and 
Hypertension. Rosert Burstein, Herman T. 
MENTHAL, and SamuEL D. Sours. Am. 7. Obst., 1957, 
74: 85. 


THIs REPORT consists of a study of the histologic 
changes in the placentas of 56 patients with toxemia 
of pregnancy. Many of the changes consisted only of 
an intensification of the pathologic processes previ- 
ously described in the normal placenta. These proc- 
esses include increase in the formation of elastic tissue 
in the umbilical arteries, calcification of the chorionic 
plate and villi, and deposition of fibrinoid in the villi. 
No noteworthy vascular lesions were encountered. 
Although rare thrombi were found in the large pla- 
cental arteries, the latter could not be attributed to 
intimal pathology. 
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The most striking change consisted of a significant 
increase in the number and size of syncytial buds and 
the appearance of para-aminosalicylic acid positive 
concretions in the cytoplasm of many of the buds. 
These findings may be related to the altered steroid 
hormone metabolism which appears to account for 
much of the symptomatology of toxemia. While it can- 
not be determined from this study what position the 
process of syncytial bud hypertrophy and hyperplasia 
holds in the chain of causal events leading to the 
clinical manifestations of toxemia, it may nevertheless 
play an important role, particularly in regard to the 
placental elaboration of hormones and the resulting 
peripheral effects. Accumulating data indicate a pla- 
cental elaboration of steroid hormones, including sex 
and adrenal cortical hormones as well as gonadotro- 
pins. Evidence is therefore accumulating which sup- 
ports the concept that the clinical manifestations of 
toxemia may, in large part, be attributed to altered 
steroid hormone metabolism. The present observa- 
tions on syncytial changes indicate a possible addi- 
tional source of such steroid hormones, although the 


intensity of these alterations does not correspond ac- 


curately with the severity of clinical manifestations. 
Such attempts at correlation generally suffer from the 
fact that it is not possible to evaluate compensatory 
phenomena which may ameliorate the symptoms. 
—Charles Baron, M.D. 


The Prevention of Congenital Anomalies in the 
Human; Experiences with Alpha Tocopherol as a 
Prophylactic Measure. Evan V. Suute. 7. Obst. Gyn. 
Brit. Empire, 1957, 64: 390. 


A LARGE NUMBER of diverse teratogenic agents have 
been discovered in recent years. Many of these are 
deficiencies in certain nutrients. Most of the studies 
have been confined to animal species and the evidence 
of teratogenic agents in man is less clear. Practically 
no information is available on the influence of defec- 
tive sperm on the production of anomalies in the 
human being. 

At the Shute Institute in London, Canada, 3,500 
pregnancies have been carefully observed for the 
presence of anomalies. One hundred and four families 
had anomalous children. These families were ob- 
served during 336 pregnancies. There were 146 nor- 
mal children, 63 abortions, and 127 grossly anoma- 
lous children. Negative relationships were noted be- 
tween the initial period of sterility in the mothers, 
maternal age, abortion rate, birth rank, month of con- 
ception, and consanguinity. There was a relation, 
however, between the abortions and the anomalous 
children. Abortions appeared more frequently in 
families producing children with anomalies and often 
occurred in adjacent siblings. Sperm analyses were 
done on 32 of the 104 husbands and over half of these 
were abnormal. A complete family history was avail- 
able on 94 of the families and anomalies were found 
to be in adjacent branches of the family tree in 22. 
Seventeen of the sires of anomalous children were 
given alpha tocopherol prior to subsequent pregnan- 
cies. In 2 cases, which were considered failures, the 
infants were born with congenital anomalies. In the 
remaining 15, however, a normal infant resulted. 
Statistically the probability of random selection was 
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less than 1 in 8,000, which would seem to indicate the 
treatment was effective in the prevention of a subse- 
quent anomaly. — James F. Donnelly, M.D. 


Rupture of the Uterus. Henry W. Ervinc. Am. 7. 
bst., 1957, 74: 251. 


RUPTURE OF THE UTERUs is becoming less frequent, 
but it still carries very high fetal and maternal mor- 
talities. 

Rupture following previous uterine surgery ac- 
counts for the majority of cases, as traumatic deliveries 
are decreasing in number. 

Previous classical cesarean section is adequate rea- 
son for repeat cesarean section, especially if the pla- 
centa is implanted under the scar. 

The mortality varies in direct proportion to the 
elapsed time between the diagnosis of the rupture and 
laparotomy. —Alan Rubin, M.D. 


Suture of the Cervix for Inevitable Miscarriage. IAN 
McDonatp. 7. Obst. Gyn. Brit. Empire, 1957, 64: 
46. 


THis REPORT is concerned with a series of 70 patients 
on whom ligation of the cervix was performed for in- 
evitable miscarriage. All patients presented with dila- 
tation of the cervix and bulging of the forewaters dur- 
ing the second trimester and all, with one exception, 
had had one or more previous miscarriages. These 
previous miscarriages occurred at approximately the 
same time in succeeding pregnancies and usually they 
commenced with rupture of the membranes followed 
by a short and relatively painless labor. 

Most cases presented between 20 and 24 weeks of 
gestation. It was at this stage that ligation was most 
effective and no success has been achieved before the 
twentieth week. The average duration of pregnancy at 
the time of ligation in successful cases was 22 weeks 
and, in the failures, 19 weeks. 

Of the 70 patients in whom ligation was performed, 
33 gave birth to infants who survived. Sixteen others 
had their pregnancy extended by periods exceeding 
4 weeks, but the offspring did not survive. When liga- 
tion fails it does so most frequently in the first week. 
Those cases in which the suture holds for more than 5 
weeks are usually successful. The majority deliver 
themselves prematurely, the average period of gesta- 
tion being 35 weeks in the successful cases. 

The essential point in the operative technique is the 
insertion of a purse-string suture of No. 4 mersilk on a 
Mayo needle around the exocervix as high as possible 
to approximate to the level of the internal os. This is 
at the junction of the rugose vagina and the smooth 
cervix. The stitch is pulled tight enough to close the 
internal os, the knot being made in front of the cervix 
and the ends left long enough to facilitate subsequent 
division. No trouble has been caused through ischemia 
of the cervix. The silk stitch is divided and removed 
when labor becomes established or at the thirty- 
eighth week of pregnancy. 

As the series has progressed it has become clear that 
factors other than mechanical operate to produce in- 
competence of the cervix on some occasions. What- 
ever these factors may be, certain women previously 
denied children can now be offered some hope with 
cervical ligation. —john R. Wolff, M.D. 
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Heart Disease in Pregnancy; a Study of 107 Cases at 
the King George Hospital, Visakhapatnam, in 
the Years from January, 1950 to November, 1956. 
N. Supyapra Devi. 7. obst. gin. India, 1957, 7: 250. 


A stupy of 107 cases of organic heart disease which 
occurred at the King George Hospital, Visakhapat- 
nam, between January, 1950 and November, 1956 is 
reviewed. The incidence was 0.72 per cent. In 15,000 
deliveries there were 181 maternal deaths, 43 due to 
toxemias, 40 due to obstetrical accidents (including 
shock and hemorrhage), 35 due to anemia, 24 due to 
sepsis, and 10 due to cardiac disease. Cardiac disease 
in pregnancy is mainly seen in young women below 
30 years of age. There is an associated mortality of 12 
per cent. Lack of antenatal care is mainly responsible 
for this. The etiologic factor is rheumatic infection 
acquired in childhood and adolescence. Mitral valvu- 
lar lesions are the most common lesions. 

Heart failure is the greatest danger in pregnancy. 
The earlier it occurs and the more frequent the attacks, 
the worse is the prognosis. The greatest incidence of 
failure occurs about the thirty-second week. After the 
thirty-sixth week, the cardiac output falls and reaches 
normal levels 2 weeks postpartum. 

The response of the heart in pregnancy depends 
more upon the functional reserve than on the type of 
the lesion. Cardiac failure early in pregnancy leads to 
abortions, and at a later stage it precipitates prema- 
ture labor. 

Premature induction of labor and cesarean section 
have no place in the modern treatment of cardiac pa- 
tients. Vaginal delivery is the safest method. The mor- 
tality of cesarean section in cardiac cases is 12 per 
cent. The cardiac patient is best advised to limit her 
family to 2 or 3 children, and it is advisable for her to 
have these children when she is young, particularly 
before the age of 30 years. 

The fetal risk was 25 per cent and was due to abor- 
tions, premature labor, and intrauterine death. Lack 
of adequate antenatal care is emphasized as the most 
important factor in the high mortality of 12 per cent. 
The need for early antenatal care, continued super- 
vision, and hospitalization in time is stressed. 

—RHarry Fields, M.D. 


LABOR AND ITS COMPLICATIONS 


Trial of Labor; Formulation, Application, and Retro- 
spective Clinical Evaluation. EMANUEL A. FRIED- 
MAN. Obst. Gyn., 1957, 10: 1. 

By MEANS OF the cervimetric method of following the 
progress of labor it has been possible to categorize the 
patterns which are traced by dilatation of the cervix 
uteri as a function of time in parturient patients upon 
whom various factors are operating. The factor under 
surveillance in this study was cephalopelvic dispro- 
portion. The utilization of a formula for determining 
the expected course of dilatation on the basis of what 
has transpired up to any given point has permitted 
classification of the ensuing portion of the labor ac- 
cording to how closely the anticipated curve is par- 
alleled. This formula purports to determine that time 
when the second stage should supervene, and thus be- 
comes a practical device for establishing the approxi- 
mate, required duration of a trial of labor. 


Among 236 patients with disproportion who were 
allowed to go into labor, there occurred in approxi- 
mately equal numbers: (a) labor curves which were 
essentially normal, (b) those with prolongation of the 
deceleration phase, and (c) those with secondary arrest 
of dilatation prior to the expected deceleration. Ex. 
amination of these curves collectively revealed the 
over-all findings of a normal latent phase, prolonged 
active and deceleration phases, and retarded maxi- 
mum slope. Group data revealed the close correlation 
of primary uterine dysfunction with bony dystocia in 
cases with subsequent secondary arrest of dilatation, 
The latter group of patients had demonstrably greater 
degrees of disproportion. 

It was definitively demonstrated that labors with 
normal patterns did rather well as regards outcome, 
94.8 per cent delivering vaginally. The prolonged de- 
celeration group of labors did not end quite so favor- 
ably, 63.6 per cent delivering vaginally. Labors fall- 
ing into the secondary arrest group were almost uni- 
formly terminated by cesarean section (98.8 per cent), 
The labor pattern could be utilized as a prognostic 
index, particularly with regard to the very close cor- 
relation between high degrees of disproportion and 
arrest of dilatation in the active phase of the first stage. 

Fetal mortality was low. This reflects the current 
policies of elective cesarean section in numerical 
“absolute” disproportion, particularly at the inlet, 
and shorter trials of labor. In addition, the observa- 
tion of signs of fetal distress calls for expeditious de- 
livery by whatever means is available. Fetal distress 
was noted in 10.2 per cent of the cases, with particu- 
lar concentration in the secondary arrest group. In 
all, there was a corrected fetal mortality of 17.2 
perinatal deaths per thousand live births, 2 infants 
succumbing in labor (one with observed evidence of 
distress) and 2 in the neonatal period. Both of the 
latter showed evidences of obstetric trauma after de- 
livering vaginally. 

The ineffectiveness of pitocin infusion, expectancy, 
or sedation in arrest of dilatation in disproportion was 
illustrated. Those successfully stimulated patients who 
eventually delivered vaginally were concentrated in 
the normal labor pattern group and less so in the pro- 
longed deceleration group. It may, therefore, be 
pertinent to weigh the labor pattern as an index of the 
feasibility of vaginal delivery prior to the administra- 
tion of pitocin in patients with evidence of cephalo- 
pelvic disproportion. —Alan Rubin, M.D. 


Labors (3,772) Following Radiographic Mensuration. 
F. MENGERT and Maurice V. Korkmas. 
Am. F. Obst., 1957, 74: 151. 


A REvIEw of the outcome of 3,772 labors in women 
who had had radiographic pelvic mensuration is re- 
ported. The article is primarily devoted to the utiliza- 
tion and interpretation of the data supplied by x-ray 
pelvimetry. Of the five components of cephalopelvic 
disproportion, three cannot be ascertained until after 
the onset of labor so that x-ray measurements cannot 
be used solely for the prognosis of any given labor. 
The technique used in determining the size of the pel- 
vis depends on the product of the anteroposterior di- 
ameter multiplied by the widest transverse diameter. 
Measurements were made at the plane of the pelvic 
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inlet and at the midpelvic plane. The plane of the 
pelvic outlet was found to be of no significance. 

The average area of the inlet was found to be 145 
square centimeters and of the midpelvic plane 125 
square centimeters. When both planes of the pelvis 
were 86 per cent or more of the average capacity the 
incidence of cesarean section was only 2 per cent. 
Below this figure the incidence rose to 29 per cent. It 
was also observed that the incidence of necessary or 
indicated forceps delivery rose as did the incidence of 
cesarean section. Over the period of years in which the 
study was carried out, the employment of the radio- 
graphic pelvimetry materially reduced and practi- 
cally eliminated the mid-forceps operation. At the 
same time the incidence of abdominal deliveries has 
not increased appreciably since there is better selec- 
tion of the patients. Some patients, who previously 
would have been subjected to section, are now de- 
livered vaginally. — James F. Donnelly, M.D. 


Uterine Contractions in Normal and Abnormai 
Labor. A. C. TurnsButt. 7. Obst. Gyn. Brit. Empire, 
1957, 64: 321. 


THE STRENGTH and pattern of the uterine contractions 
have been recorded in normal and in abnormal labor 
with and without disproportion by means of a cath- 
eter inserted into the uterine cavity. Seventy-five pa- 
tients (54 primiparas and 21 multiparas) were inves- 
tigated. In all, the fetus presented by the vertex and 
weighed more than 5.5 pounds (2.5 kg.). 

The rate of progress in labor cannot be related 
simply and directly either to the strength or to the 
regularity of the uterine contractions. There is no 
evidence that the duration of the first stage is in any 
way associated with the pressure exerted by uterine 
contractions, and the type of contractions is obviously 
not of decisive importance; indeed, the most obvious 
feature is that most multiparas have shorter labors 
as well as much lower pressures than most primiparas. 
The effect of parity is obvious—lower pressures are 
associated with faster progress in multiparas compared 
with primparas, but in neither group is the duration 
of the the second stage related to the level of the mean 
pressure. The effect of parity in speeding up labor is 
almost certainly that the degree of resistance of the 

cervix and pelvic floor to stretching is much less in the 

multiparas, because these structures have been 
stretched in the first labor. The uterus apparently 
contracts just strongly enough to overcome this re- 
sistance. Thus the uterine contractions in multiparas 
are relatively weak. This would explain why, if the 
first labor ends in caesarean section before the cervix 
is fully dilated, the strength of the uterine contrac- 
tions in the next labor tends to resemble that found 
in primiparas. 

In the primipara, once labor is established, the de- 
gree of resistance offered by the cervix and pelvic 
floor may be of greater importance than the strength 
and nature of the uterine contractions in determining 
the rate of progress of labor. It seems likely that the 

of resistance varies a good deal from case to 
case; a low resistance would explain why labor can 
progress quickly and easily despite weak and irregular 
contractions and a high resistance why labor can be 
prolonged despite strong regular contractions. 
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In multiparas, the uterus does not normally have 
to contract very strongly to overcome the low tissue 
resistance, so that it must have a considerable “reserve 
of power’’. In the presence of disproportion, this re- 
serve of power can be used to increase the strength of 
the contractions to a level similar to that found in 
first pregnancies, with the result that the dispropor- 
tion is usually overcome. In primiparas, however, the 
uterus may have little “reserve of power” since it has 
to overcome the greater resistance of the cervix. Con- 
sequently when disproportion is added, the uterine 
contractions may not be strong enough and may soon 
become weak and irregular. Even in the multipara, 
the uterine action can become disordered if the dis- 
proportion is insuperable. 

This raises the possibility that the irregular and 
sometimes weaker contractions seen in prolonged 
labor without disproportion may not be the primary 
cause of the prolonged labor but the result of a very 
high tissue resistance. Similarly, in a prolonged second 
stage of labor, the lower pressures found in such cases 
may be due to the patient getting tired and may not 
be the primary cause of the delay. Again undue resist- 
ance of the pelvic floor and the perineum may be the 
primary cause. 

In comparing the type of uterine contractions in 
one group of cases with another, the age of the mother, 
the weight of the baby, and possibly the position of 
the vertex and the period of gestation, must be taken 
into account as well as the parity of the patients and 
the presence or absence of disproportion: 

The duration of the se’ sd stage of labor increases 
steadily with the age of the mother and the weight of 
the baby. Increased rigidity of the pelvic floor and 
perineum would, of course, have its greatest effect on 
the course of labor when the baby was big. Since the 
incidence of episiotomy and tearing of the perineum 
is least in the age group 15 to 19 and has increased 
considerably in the age group 20 to 24, this increased 
tissue resistance may start at a surprisingly early age. 
The fact that in the absence of disproportion pro- 
longed first or second stages of labor are almost con- 
fined to the primigravida, suggests that the stretching 
of the birth canal, by greatly lowering the resistance 
of the cervix and the pelvic floor, has removed the 
chief cause of prolonged and difficult labor. 

—Charles Baron, M.D. 


Breech Presentation. M. L. Tancer. Obst. Gyn., 1957, 
9: 650 


From A stupy of 1,031 breech presentations (multiple 
pregnancies excluded) the fetal risk inherent in breech 
delivery was determined as 1.0 per cent. Prematurity 
carried with it a corrected fetal mortality of 17.8 per 
cent, and the cesarean section rate was 11.0 per cent. 
Prolapsed cord occurred in 3.0 per cent of the cases 
and was considered a valid indication for cesarean 
section. 

Avoidable fetal deaths were the result of intracran- 
ial hemorrhage due to delivery through an incom- 
pletely dilated cervix or a borderline pelvis. The bor- 
derline pelvis is considered the greatest fetal hazard in 
breech presentation, and a greater indication for 
cesarean section than either the age or the parity of 
the mother. 
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Routine Curettage at Delivery. James B. Lounssury. 
Am. F. Obst., 1957, 74: 233. 

A stupy of routine curettage of the uterus, performed 
immediately post partum, in a series of 715 patients is 
presented. The evidence indicates that it is not a 
dangerous procedure. The morbidity rate may be 
moderately improved, and the blood loss at delivery 
is reduced. Retained tissue, which might have caused 
later hemorrhage, was found in 7.8 per cent of the 
patients. Postpartum lochia is both lessened and 
shortened, and subsequent menstruation and fertility 
are not adversely affected. —John R. Wolff, M.D. 


Traumatic Maternal Birth Palsy. J. TweEpIE BRowNn 
and A. McDovuea tt. 7. Obst. Gyn. Brit. Empire, 1957, 
64: 431. 


Injury of certain nerve trunks in the pelvis that re- 
sults in birth paralysis affecting the lower limbs of a 
parturient woman has been observed for many years. 
The condition is not frequent; the exact incidence is 
unknown. A review of the literature in 1949 revealed 
142 recorded cases. Eleven additional cases from the 
Royal Infirmary in Glasgow are reported in this ar- 
ticle. Various theories have been advanced in the past 
to explain this paralysis, such as compression of the 
sciatic nerve, sacral rotation, and prolapse of an inter- 
vertebral disc. The 11 patients studied had difficult 
labors and nearly all were very small women with 
large babies. Practically all of the patients were five 
feet or less in height. 

Clinically some nerve involvement becomes appar- 
ent within the first day or two postpartum, varying 
in degree from slight paralysis and/or paraesthesia up 
to complete paralysis and anesthesia in the distribu- 
tion of the peroneal branch of the sciatic nerve. Prog- 
nosis is generally good as in most of the patients the 
paralysis cleared up within 2 to 3 months, but 1 of 
them has a permanent paralysis. The characteristic 
pattern of the neurologic defect appeared to indicate 
a common mechanism of injury and its relationship 
to labor and delivery incriminated parturition as the 
etiologic factor. The neurologic lesion was always uni- 
lateral which would appear to be evidence against the 
theory of sacral rotation as it should produce a bila- 
teral lesion. 

Repeated examinations of the 11 patients failed to 
reveal any evidence of a disc lesion. A rubber tube of 
the same dimension as the sacral nerve was filled with 
mercury and inserted in place of the nerve in a female 
pelvis. At autopsy a fetal skull flexed as though in 
labor was introduced and pressure brought on it in 
an effort to compress the cord. Compression of the 
cord could be produced and demonstrated. The au- 
thors believe that in view of the fact that all of the 11 
patients represented relative cephalopelvic dispropor- 
tion, presentation was always vertex, and compres- 
sion of the nerve could be demonstrated, this appears 
to be the likely mechanism of the injury. 

— James F. Donnelly, M.D. 


An Analysis of 641 Repeat Cesarean Sections. RoBERT 
A. Jounston and James R. Morcan. South. M. 7., 
1957, 50: 764. 

SIX HUNDRED AND FORTY-ONE CASES of repeat cesarean 

sections are reported in this study. There was 1 ma- 


ternal death, an incidence of 0.16 per cent. The un- 
corrected fetal mortality rate in this series was 2.5 
per cent; of the 16 fetal deaths, 9 were premature 
infants. In order to avoid the hazards of prematurity, 
a careful preoperative appraisal must be made of the 
fetal age and maturity. 

The tendency to sterilize the patient who has had 
2 or 3 cesarean sections is sub judice. Repeat cesarean 
section as a method of delivery has a fetal and ma- 
ternal mortality rate that is comparable to vaginal 
delivery of the patient who has had a cesarean section. 

—Charles Baron, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Studies on the Suppression of Lactation by Hormones, 
Tuomas PRIMROSE and PIERRE TREMBLAY. Am. 7. 
Obst., 1957, 73: 1218. 


THE ADMINISTRATION of TACE, in doses of 12 milli- 
grams 4 times a day for 8 days, will provide good 
results in elective suppression of lactation with very 
few side effects except for a slight lengthening of the 
brown lochia stage of involution. 

An intense course of premarin with methyltestos- 
terone given during the first 24 hours following de- 
livery will produce results closely approximating 
those achieved with the administration of TACE. 

Stilbesterol in the form of enteric-coated: tablets 
gives somewhat better results than either of the other 
preparations. 

When elective suppression of lactation is contem- 
plated, whatever medication is used should be started 
as early as possible in the puerperium, preferably 
during the first 8 hours. —Charles Baron, M.D. 


Total Cesarean and Puerperal Hysterectomy: a 
Report of 205 Cases. IsaporE Dyer. Obst. Gyn., 
1957, 9: 696. 


In A 7 YEAR SPAN, 205 total cesarean and puerperal 
hysterectomies have been done on the Tulane Char- 
ity Hospital Services. Since total hysterectomy has 
been accomplished with safety and facility, this op- 
eration is advocated whenever hysterectomy is 
indicated, either at the time of section or in the 
puerperium. 

The material presented includes 190 hysterectomies 
following cesarean section and 15 postpartum hys- 
terectomies. The total number of deliveries in this 
period was 50,000 and the over-all cesarean section 
rate was 3.72 per cent. 

The principal indications for hysterectomy follow- 
ing 63 primary sections were: Couvelaire uterus (16), 
fibroids (11), uterine atony or hemorrhage (10), and 
ruptured uterus (10). Among 127 hysterectomies 
following repeat cesarean sections, the principal indi- 
cations were defective uterine scar (106) and fibroids 
(18). Fifteen postpartum hysterectomies were done 
for rupture of the uterus (8), placenta accreta (3), 
uterine atony (3), and Couvelaire uterus (1). Sterili- 
zation, alone, was the indication for hysterectomy in 
only 2 cases. 

It is the author’s opinion that hysterectomy is not 
justified in the absence of uterine disease. With repeat 
cesarean section, the principal limitation to the total 
number of safe operations is a satisfactory repair of the 
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uterine scar. One sixth of the patients undergoing a 
repeat cesarean section during the period of study 
were treated by total hysterectomy because of a de- 
fective uterine scar. 

The technique employed has been described in de- 
tail in a previous report (Am. 7. Obst., 1953, 65: 517). 
Removal of the cervix was accomplished without in- 
creasing the operative time, provoking bleeding, or 
shortening the vagina. The uncorrected morbidity 
figures were as follows: no fever in 56 per cent, 
100.4 degrees for 1 or 2 days in 29 per cent, 100.4 
degrees for 3 or more days in 15 per cent. 

Twelve per cent of the patients had preoperative 
complications including shock and afibrinogenemia. 
Twenty-seven per cent had postoperative complica- 
tions including the following: atelectasis (8), ileus (8), 
pneumonitis (7), peritonitis (6), anuria (5), shock (5), 
wound infection (5), cuff abscess (4), pelvic hema- 
toma (3), and 1 each of transfusion reaction, acute 
cholecystitis, cerebral thrombosis, and vesicovaginal 
fistula. The fistula responded to treatment. 

There were 3 maternal deaths (1.4 per cent). One 
patient was admitted to the hospital with generalized 
peritonitis following rupture of the uterus and subse- 
quently died of overwhelming sepsis. Another patient 
died suddenly on the twentieth postoperative day 
after an apparent recovery from lower nephron 
nephrosis, massive abruption, and hematomas of the 
broad ligament. An autopsy was denied. Death was 
ascribed to cerebral thrombosis. The third patient 
died at home on the nineteenth postoperative day 
after an uneventful repeat cesarean section. It was 
reported that death was due to a pulmonary embolus. 
The author considers these deaths to be incidental to 
the operative procedure. 

There were 30 stillbirths of which all but 2 were 
due to a ruptured uterus or abruptio placenta. 

On the basis of this experience, the author con- 
cludes that total abdominal hysterectomy is preferred 
whenever removal of the uterus is indicated. 

. —Lester T. Hibbard, M.D. 


MISCELLANEOUS 


A Method of Roentgenoscopic Pelvimetry (Zur Meth- 
odik der roentgenologischen Beckenmessung). P. 
KaurMANN and K. Béscnu. Geburish. Frauenh., 1957, 
17: 413. 


THE INCREASING INTEREST in the usage of x-ray pelvi- 
metry is highlighted by the number of articles that 
have appeared in the medical literature in recent years 
dealing with its benefits in the field of obstetric diag- 
nosis, not only in America where such doctors as 
Thoms, Snow, Caldwell, Moloy, Weinberg, Colcher, 
and Sussman are pioneering in this technique, but 
also in Germany where Albert-Martius and Guthman 
are carrying on research in this field. In a survey of 
192 American hospitals, 10.9 per cent of them did 
not believe that clinical pelvimetry was of any value, 
8.4 per cent used no x-ray pelvimetry, and 80.7 per 
cent used clinical x-ray pelvimetry in only a small 
percentage of cases. It is expected, however, that the 
number of hospitals which employ x-ray pelvime- 
Ms will increase as its benefits become more widely 
own. 
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The authors give the following indications for x-ray 
pelvimetry: 

I. Primigravidas (if there is a clinical suspicion of 
disproportion) 

(a) abnormal findings in clinical pelvimetry 

(b) protracted labor; 

II. Multigravidas: 

(a) previous disproportion 

(b) protracted labor, especially with a large baby. 

Developments in the field of x-ray pelvimetry have 
shown that it should comply with the following cri- 
teria: 

1. It must be quick and technically easy to 
perform. 

2. ‘The number of exposures must be small. 

3. The pelvis must be clearly seen in order that 
its size may be determined through different 
planes of section. 

It is from the x-rays that information concerning 
the shape of the pelvic inlet, the general architecture 
of the pelvis, and the most important of the pelvic 
measurements are determined. In many instances the 
course of the labor may be predicted from the type of 
pelvis found in the patient. The standard pelvic con- 
figurations are as follows: gynecoid (50 per cent), 
android (23 per cent), anthropoid (23 per cent), and 
platypelloid (4 per cent). Of course, in most cases, 
there are combinations of the basic pelvic types. 

There is some discussion among authorities in the 
field as to what spot constitutes the site of the true 
pelvic inlet. The conjugata vera is frequently called 
the “false conjugate” because it is not located in the 
plane of the true pelvic inlet. However, Thoms, Col- 
cher, and Sussman do not accept this promontory, and 
have chosen instead a spot lower on the sacrum and 
call this plane the “actual” pelvic inlet. They believe, 
however, that it is better to measure the original con- 
jugata vera, taking the shortest distance from the 
symphysis. 

Although workers in this field have until recently 
been using different methods of examination, a method 
which employs a combination of techniques has been 
developed. Colcher and Sussman have developed a 
rather simple and logical technique in which the pa- 
tient is placed in such a position that the three most 
important planes of transverse measurements are com- 
bined into one, in conjunction with the use of a special 
measuring rod which is also in the same plane, and 
hence is photographed simultaneously with the pelvis, 
thus providing a method of direct measurement. Re- 
cently, however, Sussman has come to use a type of 
rod that was previously employed by Buchner. 

The authors employ a method which combines the 
method of Colcher and Sussman with an exposure of 
the pelvic inlet. 

1. The first exposure is in Snow’s position to judge 
the configuration of the pelvic inlet. In this position the 
pelvis is inclined 30 degrees using the table as the 
plane of reference. The x-ray tube is then centered on 
the fundus at a distance of 106 centimeters from the 
table after which it is rotated through 25 to 30 degrees 
in order that the entire pelvic inlet may be photo- 
graphed. 

2. The second exposure is used to judge the trans- 
verse diameters of the pelvic inlet, the midpelvis, and 
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the pelvic outlet. The patient lies in a recumbent posi- 
tion with the legs semi-flexed, and the feet partly sepa- 
rated. A Buchner’s rod is then placed between the 
thighs at the level of the tubera, or in some cases at 
a position 10 centimeters below the superior edge of 
the symphysis. 

3. The third exposure is to judge the anterior- 
posterior measurements of the pelvic inlet, the mid- 
pelvis, and the pelvic outlet. The patient lies on the 
side with the measuring rod between the buttocks. 

By the use of this combination of exposures and the 
subsequent study of them, extremely satisfactory re- 
sults were obtained from which the course of labor 
could be predicted. — Sylvain Van de Ryn, M.D. 


Isoimmunization in Pregnancy by the Factors of the 
Groups A and B; Study of the Antibodies Anti-A 
and Anti-B in Pregnant Sera, with Particular Ref- 
erence to the Pathologic Significance of the Hemo- 


lysins a and 6 (L’iso-immunisation gravidique par les - 


facteurs de groupe A et B; etude des anticorps anti-A 
et anti-B dans le sérum des gestantes, en particulier la 
signification pathologique des hémolysines a et £). 
A. Bricoutt and P. ©. Husinont. Bull. Soc. Roy. belg. 
gyn. obst., 1956, 26: 731. 


THE sERA from 710 pregnant women were studied 
with reference to the properties of the antibodies 
anti-A, and anti-B contained therein. In distinguish- 
ing between the “natural” and the ‘“‘immune”’ anti- 
bodies the following test methods were used: determi- 
nation of the thermal optimum of the saline ag- 
glutinin, the titer of the saline agglutinin at 37 degrees 
C., the presence of specific hemolysins, the comple- 
ment deviation reaction with soluble group-substances 
and the persistence of antibodies after partial neutral- 
ization with substances of the blood groups. 


The authors’ studies show in general that although 
antibodies A and B are encountered which show 
the characteristic behavior of the natural substances, 
as well as those with the characteristics of the im. 
mune substances, there are, nevertheless, a large 
proportion of sera which are not strictly concordant, 
For instance, there were 14 sera with the most active 
agglutinin showing at 37 degrees C., and there were 
9 sera with the thermal optimum of agglutination 
showing at 4 degrees C. In no instance in this study 
did the tests distinguish precisely between the “‘natu- 
ral’ and the “immune”’ antibodies. 

Thus it would seem impossible to postulate where 
the process of iso-immunization against these two 
substances begins and at what point it originates, 
The authors do not think that the iso-immunization 
with these substances between the mother and the 
fetus is a direct one, such as is recognized in the iso- 
immunizations with the Rh factor, but that it is 
purely a fortuitous one, as they do not find any 
antigenic effects with these two substances in the 
presence of heterospecific pregnancies (the mother of 
one blood group and the child of another). 

Instead of the transmission of the antigenic factor 
as in Rh iso-immunizations, directly through the 
healthy placenta, the authors prefer an explanation 
for the transmission of the anti-A, and anti-B factors 
by means of the amniotic fluid-theory. It has long 
been known that the amniotic fluid is extremely rich 
in substances of the soluble group, and as an ex- 
planation for the transmission from the amniotic fluid 
to the fetal circulation, the possibility of transmission 
by way of the digestive resorption of the antibody, 
which has recently been demonstrated in animal 
experimentation by Brambell and collaborators, is 
provisionally accepted. John W. Brennan, M.D. 
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Present-Day Diagnosis and Treatment of Pheochro- 
mocytoma; a Review of 51 Cases. WALTER F. KvALe, 
Grace M. Rotu, M. Mancer, and James T. 
PriestLey. 7. Am. M. Ass., 1957, 164: 854. 


FRoM A REVIEW of 50 cases of pheochromocytoma 
diagnosed at the Mayo Clinic from 1943 to October, 
1956, the following points emerge. 

Pheochromocytomas, although rare, can be de- 
tected in many cases by careful appraisal of the history, 
close scrutiny of the patient’s age and weight, and use 
of either the histamine or phentolamine (regitine) 
test or both, which require no more than the usual 
precautions for any test. If there is any question, de- 
termination of the pressor amines in the blood at the 
level of the highest blood pressure is needed. The 
tumors seem to be peculiar to thin people. especially 
those who have persistent hypertension. Those pa- 
tients with hypertension who are young, are thin, 
have lost weight, and have hypermetabolism without 
hyperthyroidism should have the test. 

The tumors are usually benign, and removal may 
prevent secondary vascular changes, such as visual 
impairment, coronary occlusion, congestive failure, 
and cerebrovascular accidents, and can be lifesaving. 
The tumors can be malignant, and some which were 
first considered benign became malignant and metas- 
tasized. They can recur. Therefore, the diagnosis and 
removal of pheochromocytoma do not always carry a 
promising outcome. Pheochromocytomas in 16 per 
cent of the 50 cases were malignant or had become 
malignant at the time of this study; the largest number 
of malignant lesions occurred in cases of persistent 
hypertension. There seems to be more than a coinci- 
dental relationship between gallstones and pheo- 
chromocytoma. 

Pheochromocytomas can be located anywhere in the 
abdominal cavity. It is not necessary to localize them 
preoperatively, since the anterior abdominal approach 
allows free exploration. After removal of a pheo- 
chromocytoma, patients should be examined fre- 
quently to be sure that no recurrence has developed 
or metastasis occurred. If either has occurred, further 
operative or roentgenologic treatment may prolong 
the life of the patient. 


Clinical, Radiologic, and Physiologic Study of a Case 
of Paroxysmal by Pheo- 
chromocytoma (Etude radio-clinique et physiologique 
cas Paroxystique par phéochro- 
mocytome). H. HERMANN, R. Froment, J. VIAL, A. 
. Cuaputs, and J. THIvouet. Presse méd., 1957, 


THE CLINICAL PICTURE of paroxysmal hypertension 
caused by pheochromocytoma is so typical that in 
spite of the rarity of this condition, the diagnosis 
can be readily established. The adoption of biologic 
means of identification, as well as the pharmacologic 
tests that can identify these hypertensive substances 


in the blood and urine should be emphasized. The 
radiologic identification of the adrenal tumor also 
adds to the establishment of the diagnosis. 

It is hoped that these means of investigation of 
paroxysmal hypertension can be applied to those 
patients with permanent hypertension to determine 
if they have an adrenal tumor, that is, to determine 
the etiologic factor producing the elevated blood 
pressure. For this reason, the authors have reported 
in detail a case of paroxysmal hypertension due to a 
pheochromocytoma and the radiologic and biologic 
techniques that were used to establish the diagnosis. 

The patient was a 53 year old man who had 
paroxysmal hypertensive crises for 8 years. The first 
attack occurred at the age of 45 years. During the 
8 year period, these crises followed the same pattern. 
Finally, he developed asthenia, abnormal fatigability, 
and emaciation which caused him to be rehospitalized. 
Clinical evaluation and biologic studies of the urine 
and blood were made during the hypertensive crises. 
It was noted that regitine was not helpful in the 
usual diagnostic manner, for 3 minutes after its in- 
jection the blood pressure between crises went from 
130/100 to 100/80 mm. Hg. 

The radiologic examination established the diag- 
nosis with exact localization of the lesion. The retro- 
pneumoperitoneal air studies, tomographs with sagit- 
tal views showed the presence of a tumor anterior to the 
left kidney, extending from the middle of the kidney 
to the left paravertebral margin. 

At operation a tumor the size of a mandarin orange 
was removed. The left adrenal gland which was quite 
small and in close approximation to the tumor was 
also removed. Following the operation, the patient 
made an uneventful convalescence and since his re- 
lease from the hospital has remained in good health, 
with a stabilized blood pressure of 120/80 mm. Hg. 

During the period of diagnosis and observation of 
this patient, samples of blood and urine were sent to the 
physiological laboratories of the School of Medicine 
where studies were made to establish, if possible, 
the relative percentage of the two tensive amines and 
their relation to each other. Finally, the same in- 
vestigations were made on the tumor which had been 
removed at surgery. These biologic assays were made 
on the dog and, briefly, they showed that the hyper- 
tensive products passed rapidly into the urine after a 
crisis, and that the percentage which at first was high, 
diminished quite rapidly, and practically disappeared 
within an hour. The proportion of adrenalin was 
found to be 81 per cent to 19 per cent noradrenalin 
in the urine. 

The same biologic tests on the dog, using the pa- 
tient’s blood, showed that the blood as well as the 
plasma was not readily utilized, for it was either with- 
out hypertensive action, or at times, it was even 
hypotensive. On the contrary, the deproteinized ex- 
tracts of the blood show a definite hypertensive action, 
expressed as a marked reno-constrictive effect. These 
results were more evident when the blood was collected 


179 


| 
es, me 
m- 
ive 
re | 
on 
3 
on 
ny 
tor i 
ors | 
ng 
= 
: 


180 International Abstracts of Surgery - February 1958 


during the hypertensive crises. The amount of total 
hypertensive (expressed as adrenalin) was 2.5 mgm. 
per liter of blood. 

The tumor that was removed at surgery weighed 
64.37 gm. and the adrenal 1.95 gm. The operative 
specimens were clinically treated and 650 c.c. of a 
colorless liquid were obtained from the tumor. Thus 
1 c.c. of this solution represented 99 mgm. of the 
tumor. This material was injected into the dog in the 
same manner as previously indicated and the authors’ 
evaluation of the results follows: 

1. There was no hypertensive substance in the 
small “normal” adrenal gland that was removed at 
the time the tumor was extirpated. 

2. In the tumor itself there was a large amount of 
adrenalin (397 mgm.) with only a small amount of 
noradrenalin. 

3. Adrenalin represented 98 per cent of the total 
quantity of the hypertensive amines of the tumor. 

A summary of the results of the physiologic study 
follows: 

1. The examination of the patient’s urine showed 
the passage of a large quantity of hypertensive sub- 
stances (2.5 mgms. per liter) a short time after the 
crisis, but the amount of this material then diminished 
rapidly. The proportion of adrenalin to arterenol 
was very high (81 per cent). 

2. It should be mentioned that under the same 
experimental conditions, the urines of several hyper- 
tensive patients showed no similar response, that is, 
either no hypertensive effect or a slightly hyper- 
tensive reaction. 

3. The pheochromocytoma extract was very rich 
in hypertensive substances, especially those of adren- 
alin, while the amount of noradrenalin was no greater 
than 2 per cent. This was an unusual finding since 
the proportions of adrenalin to noradrenalin are 
extremely variable. Tumors have been assayed show- 
ing 10 per cent adrenalin to 90 per cent noradrenalin, 
while the inverse has been found in which the tumor 


contained 83 per cent adrenalin to 12 per cent nor- | 


adrenalin. The authors point out that it is unusual for 
a tumor to contain 98 per cent adrenalin. 

In conclusion, the study shows an unusual situation 
in which a patient had paroxysmal hypertension for 
8 years without permanent elevation of the blood 
pressure in spite of the extreme hypertension during 
the crises. With such a predominance of adrenalin 
in the tumor, this is unusual behavior. 

The radiologic examination using the frontal sagit- 
tal tomographs after retropneumoperitoneum is es- 
pecially useful in establishing a diagnosis. The authors’ 
suggest that this type of radiologic study might be of 
considerable value in the study of young hyper- 
tensive patients even though they have a negative 
response to the pharmacologic tests made for adrenal 
tumor. 

In spite of the errors and difficulties encountered, 
biologic assays in animals of the blood and urine of 
hypertensive patients should be done. This type of 
examination may be of diagnostic value when the 
pharmacologic tests (regitine) give a false positive 
response due to the absorption of sedatives or if the 
patient has been treated with apresoline. 

—Conrad A. Kuehn, M.D. 


Renal Artery Aneurysms. RoBERT McLELLAND. Am, 

J. Roentg., 1957, 78: 256. 

THE RENAL ARTERY and its branches are subject to 
aneurysm formation like other arteries. Whether true 
or false, congenital or acquired (luetic, arteriosclerotic, 
acid-fast, or caused by periarteritis nodosa or rheu- 
matic endarteritis), aneurysm of the renal artery isa 
rarity. 

When an aneurysm is present, the symptoms and 
signs depend on the extent of the rupture, the speed of 
the leak, and the size and distribution of the false 
aneurysm. Pain in the flank or upper abdomen is com- 
mon. Hematuria often develops and there may be a 
palpable mass. Rarely is a palpable pulsation or 
audible bruit pathognomonically present. Arterio- 
graphy is the diagnostic technique of choice and is in- 
fallible in establishing the diagnosis as well as in 
eliminating the lesions which simulate renal artery 
aneurysm. Suggestive of such a lesion is the presence 
of a fine wreath of ring-like, vascular type calcification 
the circumference of which is often incomplete where 
the aneurysm communicates with the lumen of the 
artery. The increasing size of a calcification in this 
area is an important diagnostic sign. While the differ- 
ential diagnosis may well include such entities as uri- 
nary calculi, calcified tumors, cysts, abscesses, calcified 
hematomas and others, the problem can be quickly 
settled by aortography. - 

Once the diagnosis of aneurysm of the renal artery 
has been established, immediate nephrectomy is the 
treatment of choice unless the disease is bilateral. The 
author has had 4 proved cases of aneurysm of the 
renal artery each of which presented one or more of 
the rather typical irregular, multiloculated, vascular 
types of calcification in the vicinity of the midportion 
and upper pole of the kidney. The retrograde pyelo- 
gram in one patient demonstrated marked displace- 
ment of the collecting system about the irregular 
calcified lesion. An aneurysm of the renal artery 
found at nephrectomy in the second patient had been 
interpreted preoperatively as a cyst or tumor. Routine 
evaluation of a third patient, a cardiac, revealed 
bilateral renal aneurysm and was proved by aortog- 
raphy. In view of the bilateral nature of the disease, 
no therapy was instituted in this patient. Recurrent 
episodes of flank pain associated with a nontender 
right flank mass was the presenting symptom in the 
fourth patient. An intravenous pyelogram revealed a 
progressive hydronephrosis when compared with 
similar films made 6 months before. At nephrectomy, 
aneurysm of the renal artery was found to be the cause 
of the obstruction of the ureter at the ureteropelvic 
junction. Other patients presented illustrate problems 
that must be considered in the differential diagnosis 
of aneurysm of the renal artery. 

—Peter L. Scardino, M.D. 


The Surgical Treatment of Isolated Silent Cavities— 
Cavernotomy in Renal Tuberculosis (Zur chirur- 
gischen Behandlung isolierter stummer Kavernen— 
Kavernotomie—bei der Nierentuberkulose). WERNER 
Gunst. <schr. Urol., 1957, 50: 177. 


IsoLATED “SILENT” CAVITIES in tuberculous kidneys 
may be so extensive that partial resection of the organ 
is not possible. Such cavities damage the adjacent 
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renal parenchyma through pressure. Open tubercu- 
lous cavities, i.e., those which are connected with the 
drainage system by means of a calyx, may become 
closed off through modern antituberculous treatment. 
The diagnosis of a tuberculous renal cavity which is 
not connected with the drainage system may be diffi- 
cult. The cavity can produce changes in the pyelo- 
gram which resemble those of tumor or intrarenal 
cysts. Retroperitoneal air insufflation combined with 
pyelography helps in establishing the correct diagno- 
sis. Occasionally the addition of an aortogram may 
be necessary to establish the diagnosis, although the 
author did not utilize it in the 14 cases which he re- 
rts. 

Tuberculous renal cavities which are shut off from 
the drainage apparatus of the kidney can be success- 
fully treated by cavernotomy. This is less of a proce- 
dure than partial nephrectomy. It does not destroy as 
much kidney tissue and is followed by a good deal of 
improvement in renal function. Renal cavernotomy is 
particularly indicated for patients who have a single 
kidney. Cavernotomy should not be undertaken for 
cavities which communicate with the calyceal system 
because permanent urinary fistulas may result. 

The technique of cavernotomy is that advised by 
Staehler in 1951. The kidney is exposed through a 
lumbar incision. The cavity is, as a rule, easily identi- 
fied by the thin cortex over it. Occasionally it may be 
necessary to locate it by means of needling. The kid- 
ney is now carefully and thoroughly walled off. The 
roof of the cavity is resected and its walls are curetted 
with a sharp curette. Streptomycin powder is then 
dusted into the cavity and the opening to the cavity 
is closed with a rubber drain through which 1 gram of 
streptomycin is instilled daily for 8 to 14 days. In only 
1 case did a urinary fistula persist for a short while 
after this operation. If there is more than 1 cavity, a 
rubber drain is inserted in each cavity separately. 

—S. Richard Muellner, M.D. 


Renal Tumors, with Special Reference to a Rare Case 
of Tumor of the Kidney (Consideragées sobre os 
tumores renais, a propésito dum caso rare de tumor 
do rim). Manuet LerrAo. Arg. pat., 1957, 29: 1. 


THE PATIENT was a 26 year old woman who dis- 
covered the symptomless swelling in her right abdomen 
during self-examination. 

The tumor was removed, together with the right 
kidney, and the specimen, so procured, disclosed 
the presence of two neoplasms, a large one and a 
smaller one. Both involved the lower pole of the 
kidney, but the smaller mass was merely lying beside 
the larger, and the larger was typically wedge-shaped, 
the apex of the wedge intruding into the parenchyma 
of the kidney as far as the hilus. Their color was more 
yellowish-to-orange than that displayed on cross sec- 
tion by the more opaque Grawitz’s tumors. There 
was no evidence in either mass of fibrous infiltration, 
of xanthomatous transformation, or of degenerative 
changes. 

The histologic examination disclosed masses of 
adipose tissue. The fat cells were of adult appearance 
and disposed in lobules. The stromal component 
showed numerous vessels surrounded by areas of 
pericytosis. There was no evidence of capsular tissue 
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between the masses of fat cells and the parenchymatous 
cells of the kidney. 

This is the ninth large renal lipoma which has been 
reported in the literature and, so far as is shown by the 
literature available to the author, the first pure lipoma 
described in this location—the others were all fibro- 
lipomas, angiomyolipomas, myolipomas, or adeno- 
lipomas. There were other firsts in this case also. 
This was the youngest patient with this lesion so far 
reported, and the tumor is one of the largest en- 
countered. The larger mass measured 12.5 by 10 by 
7 centimeters and the smaller one was 4.6 by 4 by 
2.5 centimeters. On the whole the histologic picture 
of the two masses seemed to be essentially alike. 

— John W. Brennan, M.D. 


The Management of Wilms’ Tumor as Determined 
by National Survey and Review of the Literature. 
Benjamin S. Apesuouse. 7. Urol., Balt., 1957, 77: 792. 


A sumMary of the recent literature on Wilms’ tumors 
and an analysis of 856 cases gathered from the answers 
of 81 surgeons to a questionnaire on this subject are 
presented in this comprehensive article. Some of the 
conclusions have been common knowledge and some 
have been questioned in the past. 

Among the conclusions the following are listed. 
Wilms’ tumor is the most frequent tumor of the uri- 
nary tract in childhood and infancy, and occurs 
equally in each sex and each kidney. Forty-four cases 
of bilateral tumor have been reported. The average 
age at diagnosis is 3.2 years. Tumor mass is the main 
symptom in 85 per cent, pain in 30 per cent, and 
hematuria in only 10 per cent. Operation must await 
proper diagnosis by the use of urography, both intra- 
venous and/or retrograde in addition to gentle palpa- 
tion. 

The modes of therapy varied widely and results 
cannot be statistically compared with accuracy. While 
the operative mortality is only 2.7 per cent, there is a 
54.3 per cent mortality in the first postoperative year. 
The best results are obtained when diagnosis and 
treatment are accomplished in the first year of life. 
There is a suggestion of a slightly higher 2 year sur- 
vival rate in patients with both preoperative and post- 
operative irradiation, (31.1 per cent) as contrasted 
with postoperative irradiation alone (28 per cent). 

Radiation should depend on the individual case: 
(a) small operable tumors require little or no irradia- 
tion preoperatively, (b) large tumors require sufficient 
dosage in a short time period to reduce the size of the 
tumor, and (c) intensive irradiation is reserved for the 
postoperative period in proved cases of local extension, 
recurrence and/or metastases. 

Probably the one most important statement in this 
excellent review and survey is “closer cooperation be- 
tween the pediatrician, the urologist, and the radiol- 
ogist in the future will undoubtedly lead to much 
better results.” — John R. Herman, M.D. 


Reflux Ureteropyelograms in Children. Joun I. Wi- 
LIAMS, RussELL B. Carson, and W. Dotson WELLs. 
South. M. F., 1957, 50: 845. 


THE AUTHORS make a plea for more frequent, if not 
routine, use of cystography in children. 
The technique of cystography must vary with the 
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particular circumstance. It should be done without 
general anesthesia. After voiding, the child is cathe- 
terized for residual urine. ‘he bladder is inflated 
under gravity to the flow point of discomfort, or to a 
pressure of 18 to 20 centimeters of water. The film is 
then made, and if the child can cooperate, a voiding 
and a post voiding film are made as well. Oblique 
and lateral films are taken if they are indicated after 
an inspection of the anteroposterior view. 

When the cystogram is made at the time of cysto- 
scopy under anesthesia, it should be done prior to in- 
strumentation so as to avoid the effects of bladder ir- 
ritation. 

Three case histories are presented to illustrate the 
value of cystography. All of the patients were very 
young children, and in each case the cystogram re- 
vealed the existence of vesicoureteral reflux that was 
not revealed by retrograde or intravenous pyelog- 
raphy, or a more extensive reflux than pyelography 
had suggested. —Paul R. Leberman, M.D. 


Megaureter and Stenosis of the Ureteral Orifice 
(Megaureter und Harnleiterostiumstenose). PETER 
BRANDSTATER. Cschr. Urol., 1957, 50: 174. 


THE TERM MEGAURETER is usually reserved for con- 
genital dilatation of the ureter, which can be either 
bilateral or unilateral, and is at times associated with 
further congenital anomalies of the urinary drainage 
structures. Clinically, it is impossible to determine 
whether the ureteral dilatation is due to congenital 
atony or whether it is a developmental disturbance of 
the ureter in the sense of hyperplasia. In most in- 
stances large ureters are associated with a hydro- 
nephrosis and a small kidney. The renal pelvis may 
not be dilated. Congenital dilatation of the ureter can 
also be caused by a stricture of the ureteral orifice, as 
the following case demonstrates. 

The patient was a 62 year old man who developed 
lower abdominal pains 2 days before entry. In the in- 
travenous pyelogram the left urinary tract was nor- 
mal, but on the right side the distal portion of the 
ureter was considerably dilated. An oblique view 
showed a stricture of the lower end of the ureter. At 
operation stenosis of the right ureteral orifice was 
found. This was dilated. 

The analogy between megaureter, megaesophagus, 
and megacolon is pointed out. 

—S. Richard Mueliner, M.D. 


The Technique and Results of the Operation of 
Boari; A Report of 12 Cases (Contributo allo studio 
della tecnica e dei risultati della operazione di Boari, 
considerazioni su 12 casi). BARTOLOMEO GARIBALDI. 
Urologia, Treviso, 1956, 23: 565. 


Tus REPORT is of work done on the urologic service, 
directed by Petkovic, at Belgrade, Serbia. All of these 
patients were suffering from ureterovaginal fistula. In 
4 the fistula was bilateral and in 2 of the 4 one of the 
fistulas closed spontaneously before it could be oper- 
ated upon. In 8 of the patients the condition was the 
result of total hysterectomy (Wertheim, Meigs) for 
carcinoma; in another bilateral fistulas followed a 
vaginal operation for uterine prolapse. In 1 patient a 
second operation was necessary because of recurrence 
of the fistula. 


The technique of the operation included elevation 
of a quadrangular flap consisting of the full thickness 
of the bladder wall, its tubularization, and end-to-end 
anastomosis to the proximal stump of the ureter. The 
opening in the bladder was closed, a ureteral catheter 
was left in place, and brought out through a retention 
catheter in the urethra. The drainage was continued 
for at least 20 days. 

The incision has usually been the lateral iliac witha 
retroperitoneal approach to the ureter. With the aid 
of antibiotics the author is gaining more confidence in 
employment of the transperitoneal route, a route 
particularly desirable in cases of bilateral fistula. 

In 6 cases the operation was unilateral and in 3 
bilateral. Of the latter the operation was carried out 
in two stages in 2, and in 1 stage in 1. Because of the 
severity of the general condition the last patient re- 
quired a preliminary nephrostomy on the left side. A 
bilateral one stage procedure was then performed 
transperitoneally. Upon examination several weeks 
later the patient was in excellent physical condition, 
and the dilatation of the left kidney actually seemed 
to have diminished in size. 

The results of the Boari operations were considered 
excellent in 7 instances (58 per cent) and good in 2 
(17 per cent). In 3 (25 per cent) the immediate re- 
sults were good, but the ultimate results were un- 
satisfactory. 

The author believes that the results obtained in this 
series should encourage further employment of the 
method and further extension of its surgical indica- 
tions. — John W. Brennan, M.D. 


Primary Carcinoma of the Ureter; Clinical Review 
of 22 Cases. (Carcinoma primitivo dell’ureter ; rivista 
clinica di 22 casi). GruseppE GamBeTTA. Urologia, 
Treviso, 1956, 23: 585. 


AS RESIDENT PHYSICIAN on Petkovic’s urologic service 
at the University of Belgrade, the author had the op- 
portunity of studying 22 cases of primary carcinoma 
of the ureter, and this extensive material is believed 
worth reviewing. These patients were among a total 
of 26,625 patients admitted for urologic complaints. 

In only 1 case was the tumor situated in the upper 
third of the ureter, in 2 it was in the middle third, 
and in 17 in the lower. In 2 instances the ureter was 
completely involved. In one instance a concomitant 
tuberculous involvement of both kidneys was present, 
and in another a bifid ureter. 

The predominant symptom was hematuria (19 
cases); in 12 instances it was silent, in 3 there were 
vague pains in the renal region, in 2 it was associated 
with a true renal colic. In general, the hematuria was 
of intermittent character, the attacks occurring at in- 
tervals of a few days to several months. In 2 instances 
vesical symptoms were also present. In 5 patients the 
tumor had extended into the urinary bladder. 

The diagnosis was made with the cystoscope in only 
1 instance in which the tumor mass protruded from 
the ureteral orifice. In 7 instances the presence of ure- 
teral obstruction was determined by ureteral catheteri- 
zation; in 3 of these the level of the obstruction could be 
demonstrated. In 1 patient catheterization provoked 
bleeding (Chevassu and Moch); in another the bleed- 
ing was checked (Marion). 
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Intravenous urography did not give sufficient evi- 
dence to make a precise diagnosis; at most it demon- 
strated the functional status of the kidney and the 
morphology of the urinary tract. In a few instances 
it was helpful in determining the location of the lesion, 
particularly in the lower ureter. 

The most valuable aid in the diagnosis was the 
retrograde ureteropyelography of Chevassu. Lacunar 
or other marginal defects and rather typical confor- 
mations were encountered in 12 instances; in 3 in- 
stances a stenosis of the ureteral tract was demon- 
strated. The roentgenologic image with the method 
of Chevassu was not always precise in its demon- 
strations; the signs were uncertain in 7 cases and 
fallacious in 2. 

Of the 22 tumors, 16 were adenocarcinomas; 5 were 
solid carcinomata, all of the transitional variety; 8 
had produced ureteral obstruction with consequent 
hydronephrosis and hydroureter; in the remaining 
cases there was only a moderate grade of pyelo- 
ureteral dilatation. An infiltrating tendency was 
present in 10 instances, but in only 5 did it assume 
the form of solid carcinoma with stenosing tendency. 

In 9 cases treatment consisted of total nephro- 
ureterectomy with partial resection of the vesical por- 
tion about the meatus. In 5 instances this was done 
in one stage and in 4 in two stages. The one-stage 
operation was later abandoned because of the high 
mortality (3 deaths in 5 operations). In 5 patients a 
simple partial resection of the involved portion of the 
ureter was carried out with subsequent ureterorraphy 
or ureterocystoneostomy. 

The results of surgical treatment were good. Six 
patients are alive after from 2 to 3 years and 5 have 
survived for more than 5 years. Four patients died 
within the first year and 4 in the second. Death was 
caused by recurrence or metastases. Survival was 
evidently related to the degree of malignancy of the 
tumor and to the general condition of the patient. 
The patients who lived longest had tumors which 
were classified as papillomata. Those who died (3 of 
the 19 surgically treated patients) were among the 
patients who underwent nephroureterectomy in 1 
stage. — John W. Brennan, M.D. 


BLADDER, URETHRA, AND PENIS 


A Contribution to the Operative Treatment of Ex- 
trophy of the Bladder (Beitrag zur operativen Be- 
handlung der Blasenektopie). E. MicHALOwski and 
W. Mopetsxr. Zschr. Urol., 1957, 50: 233. 


UNTIL RECENTLY the treatment of choice for extrophy 
of the bladder was the bilateral implantation of the 
ureters into the sigmoid. This method, however, has 
recently been discredited, because many patients 
develop hyperchloremic acidosis and repeated in- 
fections which eventually lead to death. In 1 case the 
authors freed the bladder, covered the defect with skin, 
and transplanted it beneath the abdominal wall in 
accordance with the principles of Browne. Although 
the patient developed a good bladder capacity, the 
Postoperative result was marred by total urinary in- 
continence and this method has been abandoned. 
The authors now prefer the method advocated by 
Lowsley in which the rectosigmoid is liberated and 
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Fic. 1 (Michalowski, Modelski). Rektum=rectum; 
sigmoideum = sigmoid; sphinkter ani=anal sphincter. 


sectioned at its junction with the rectum. The ureters 
are implanted in the rectal pouch and the sigmoid is 
implanted through the sphincter ani in the perineum. 
This procedure was carried out in 3 cases with good 
results (Fic. 1). —S. Richard Muellner, M.D. 


Vesical Diverticulosis (Contributo eziopatogenetico e 
clinico alla diverticolosi vescicale). Z. MARAZZINI and 
B. Gartpatpt. Urologia, Treviso, 1957, 24: 32. 


SIxTy-NINE patients with diverticulum of the urinary 
bladder form the basis for a discussion of the results to 
be anticipated from surgical treatment. In 34 per cent 
of the cases the diverticulum was located on the lateral 
wall of the bladder, in 39 per cent on the posterior 
wall, in 6 per cent in the trigonal region, and in 3 per 
cent in the region of the vesical cupula. The diverticu- 
losis was solitary in 49 per cent, multiple (2 or more 
diverticula) in 34 per cent, and in 17 per cent of the 
staphyloid (bunch-of-grapes) type, with many small 
diverticula over the bladder surface. Four and a half 
per cent of the diverticula occurred in children under 
10 years of age, 3 per cent in patients from 21 to 30 
years of age, the remainder in patients over 41 years. 

Of the 69 patients, definitive cure was achieved in 
57. This number included 31 of the 34 divulsions of the 
diverticular neck, 11 of the 12 total diverticulectomies, 
the 2 partial diverticulectomies, 1 simple invagination 
of the sac, and 11 instances of removal of the obstacle 
to micturition. There were 4 deaths; 3 of these oc- 
curred in patients in whom divulsion of the diverticular 
neck was done (2 before the era of antibiotics) and 1 
in a patient who had a total diverticulectomy. There 
were 2 instances of recurrence, which were cured by 
a second operation. In 2 patients only a palliative pro- 
cedure was carried out because of an associated neo- 
plasm. 

In the staphyloid type of diverticulosis removal of 
the obstruction at the bladder neck has always proved 
adequate for cure. This was true in all of the patients 
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under 10 years of age (congenital obstruction). In the 
partial diverticulectomies the diverticular wall was 
found to be too firmly adherent to the surrounding 
structures to risk total removal; the remnant of the 
diverticular wall was excluded from the bladder and 
left in situ, and the wall of the abdomen was closed 
over the remnant, with a simple tube drainage. Both 
cases healed without incident. 

In this series no standardized type of treatment was 
pursued, but treatment was instituted after careful 
preoperative study of the patient, particularly with 
reference to the presence of associated pathological 
conditions. — John W. Brennan, M.D. 


The Transvesical Route in the Treatment of Vesico- 
vaginal Fistulas (A via transvesical na cura das 
fistulas vesico-vaginais). ANTONIO CARNEIRO DE 
Mowra. Gaz. méd. port., 1957, 10: 127. 


SIx PATIENTs with vesicovaginal fistulas have been suc- 
cessfully operated by the author’s method of trans- 
vesical approach. Three of the fistulas developed fol- 
lowing cesarean section, 2 following hysterectomy and 
1 following electrocoagulation of the uterine cervix. 
The caliber of the fistulas varied from a canal barely 
permitting the passage of a small sound, to one easily 
permitting the passage of the index finger through the 
fistula into the bladder. 

In 4 patients a previous unsuccessful, vaginal opera- 
tion had been performed. In 2, previous operations 
had been attempted; in the other 2 only one operation 
had been done. 

The author emphasizes the need for exact diagnosis 
of the position and character of the fistula. The 
presence of a neoplasm must be ruled out, and any 
other lesions (stones, calcareous incrustations, cystitis, 
etc.) must be cared for before operation. After the 
bladder has been opened suprapubically the author 
uses the retractor of Puigvert (Fic. 1) to grasp the 


Fic. 1. (de Moura). 


rectus muscles. The bladder wound edges are re. 
tracted by means of sutures which are tied to special 
knobs on the retractor blades. 

After exploration of the bladder and thorough ex. 
posure of the fistulous opening, a circular incision js 
made so as to resect 2 to 3 centimeters of the bladder 
mucosa. With a long curved scissors the bladder wall 
is separated from the vagina sufficiently to permit 
closure of the opening in three layers without tension, 
The vaginal wall is sutured first, then the muscular 
layer, the two suture lines being placed vertical to one 
another. Finally the bladder mucosa and submucosa 
are closed in one layer. The abdominal incision js 
closed and the bladder kept empty with the aid ofa 
Foley or Pezzer catheter supplemented by ureteral 
catheters for the first 8 days. After 12 or 15 days all 
bladder drainage is removed. During the period of bed 
rest the patient may turn on either side at will. 

The author comments on the increasing number of 
operatively induced fistulas as compared with those 
arising as sequelae of childbirth, and the relatively 


higher position of the lesions. He believes that the 


suprapubic approach will increase in favor, not only 
because of the successful results obtained, but also 
because this technique is particularly adapted to the 
treatment of high lying fistulas. 

— John W. Brennan, M.D. 


The Treatment of Diffuse Papillomatosis of the 
Urinary Bladder (Sulla terapia della papillomatosi 
vescicale diffusa). ALESSANDRO GUFFANTI and RENATO 
Sautmonl. Rass. ital. chir. med., 1956, 5: 695. 


THE RESULTS in 10 patients with diffuse vesical papil- 
lomatosis, who were treated by diathermy-coagula- 
tion, are reported. 

The first patient was a 59 year old, married pen- 
sioner suffering from symptomless hematuria. A 
diffuse papillomatosis involving the neck of the blad- 
der also was present. Treatment was carried out in 8 
sessions during 2 months. A year later there was no 
further trace of the disease. 

The second patient was a 49 year old, married 
laborer suffering from hematuria and without other 
symptoms. Excision of the tumors resulted in a symp- 
tom-free period of 4 years. Renewed symptoms (as- 
thenia, lumbar pains, pollakiuria, dysuria, nycturia, 
and stranguria) of diffuse papillomatosis were con- 
trolled by repeated diathermy-coagulations during 
the course of a month. Two months later cystoscopy 
revealed many, variously sized papillomata. Four 
months later, after further treatment, the urine was 
limpid, and the patient satisfied with the result. In 
all, 20 treatments and 2 electrosections were employed 
in this patient. 

The third patient was also a 49 year old, married 
laborer with hematuria. Eight treatments, followed by 
more distantly spaced treatments, resulted in what is 
considered a complete cure. 

The fourth patient was a 55 year old, widowed 
laborer who had undergone nephrectomy and later a 
ureterectomy on the same side for papillomatosis of 
the renal pelvis and ureter. Three years later a silent 
hematuria, resulting from vesical papillomatosis, was 
treated by repeated, closely spaced electrocoagu- 
lations. Three years later a single large papilloma was 
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treated; the remainder of the bladder mucosa was in- 
tact. Two months later the endoscopic picture pre- 
sented a normal appearing mucosa. 

The fifth patient was a 46 year old, single artisan 
complaining of dysuria with occasional attacks of 
terminal hematuria. A cherry-sized papilloma above 
the ureteral orifice was removed surgically. Eighteen 
months later numerous papillomata were subjected 
to 2 sessions of diathermy-coagulation. A month later 
the cystoscope again showed the presence of numerous 
papillomata on the posterior and superior walls of the 
bladder. Four fulgurations were carried out at inter- 
vals of 4 to 8 days. Two months later and on succes- 
sive examinations no vegetations were found. 

The sixth patient was a 67 year old, married pen- 
sioner. When 62 years of age the patient was subjected 
to surgical removal of vesical papillomata; the opera- 
tion was repeated 2 years later and again after 3 years 
and 6 months. Upon admission the patient was suffer- 
ing again from silent hematuria and extensive con- 
fluent vegetations covering the scars of the previous 
operations and involving the posterior walls: of the 
bladder. Diathermy-coagulation, completed by ful- 
guration of the bases of the tumors, removed the mas- 
ses about the scars and later ambulatory treatments 
controlled the tiny vegetations which appeared from 
time to time. Examination a year later failed to dis- 
close any further vegetations and the patient is con- 
sidered cured. 

The seventh patient was a 62 year old, married 
pensioner. He had been suffering from intermittent 
attacks of hematuria for the past year, and had also 
suffered from pollakiuria and dysuria for 2 months. 
The hematuric attacks had become progressively more 
frequent. There were numerous papillomata present, 
some of large size, and when the bladder was exposed 
it was feared that the disease could not be eradicated. 
When some of the largest vegetations were removed— 
particularly 2 located in the bladder neck—it was 
found that the bladder was not as seriously involved 
as had first been thought, and it was possible to re- 
move the papillomata completely. With subsequent 
treatments it has been possible ‘to control newly de- 
veloping vegetations, and afford hope of cure or, at 
least, of maintaining the result already obtained. 

The eighth patient was a 54 year old, unmarried 
photographer who reported infrequent attacks of 
hematuria of short duration for 2 years. Recently a 
severe attack of bleeding lasted for 2 days. Repeated 
diathermy-coagulations resulted in clearing up the 
disease and now, a year later, no vegetations are visi- 
ble and the patient is considered as cured. 

The ninth patient was a 68 year old varnisher com- 
plaining of hematuria. A single papilloma was re- 
moved, resulting in a silent period of approximately a 
year. Investigation because of renewed hematuria re- 
vealed numerous small papillomatous vegetations in- 
volving the bladder mucosa; they were particularly 
numerous about the ureteral openings. Five sessions 
of diathermy-coagulation and later, 7 treatments of 
the ambulatory patient resulted in a normal appear- 
ing mucosa. At present, approximately a year later, 
there is no evidence of the disease. 

The tenth patient was a 62 year old, married 
sailor who complained of attacks of hematuria for 2 
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years. Following a prolonged application of diather- 
my-coagulation under general anesthesia the larger 
vegetations were removed and the authors believe 
that with several additional treatments the bladder 
can be completely cleared. 

The authors recommend that, in view of the results 
they have obtained, and of medical reports on this 
subject, conservative measures should be adopted 
even in cases of wide diffusion of the papillomatous 
process over the vesical mucosa, and that total cystec- 
tomy should be reserved for those conditions in which 
conservative methods of therapy have been unsuccess- 
ful. —John W. Brennan, M.D. 


GENITAL ORGANS 


The Results of 1,694 Consecutive Simple Perineal 
Prostatectomies. Roperick D. TurRNER and ELMER 
Bett. 7. Urol., Balt., 1957, 77: 853. 

THE AUTHORS analyze surgical data from 1,694 simple 
perineal prostatectomies carried out between 1930 
and 1955. Microscopic examination revealed a ma- 
lignant condition in 81 patients who were, therefore, 
excluded from the study. Consequently the following 
figures refer to a total of 1,613 patients with benign 
prostatic hypertrophy. One hundred and twenty-nine 
patients (8 per cent) had undergone previous prostatic 
surgery, 119 by the transurethral route, 3 by the peri- 
neal route, and 7 by the suprapubic route. No special 
difficulties were encountered in any patient in this 
study because of the previous surgery. 

Concomitant genitourinary tract disease was found 
in 478 patients (29.7 per cent). Urethral stricture, 
present in 131 patients (8.1 per cent), was found most 
frequently, followed by calculi in 123 patients (7.6 
per cent), disease of the testes or epididymides in 108 
patients (6.8 per cent), contracture of the bladder 
neck in 67 patients (4.2 per cent), unassociated can- 
cer elsewhere in the genitourinary tract in 48 patients 
(3.0 per cent), and active tuberculosis in only 1 pa- 
tient. Subsequent extraprostatic surgery was neces- 
sary in 204 of these patients (12.7 per cent) of the 
whole series. 

The weight of enucleated tissue was determined in 
each case: 30.5 per cent weighed 0 to 25 grams, 33.7 
per cent weighed 26 to 50 grams, 26.6 per cent 
weighed 51 to 100 grams, and 9.2 per cent weighed 
over 100 grams. 

The range in weight of tissues removed from patients 
who had previous prostatic surgery was not appreci- 
ably different from the remainder of the group. 

Complications at surgery included troublesome 
bleeding in 41 cases (2.5 per cent) and perforation of 
the rectum in 5 cases (0.3 per cent). Ninety percent 
of these complications occurred in patients operated 
upon before 1945. 

Postoperative complications were: incontinence in 
125 patients (7.8 per cent), generally lasting less than 
one year; epididymitis in 86 patients (5.3 per cent); 
urethral stricture or contracture of the bladder neck 
in 64 patients (3.9 per cent); and hemorrhage in 48 
patients (2.9 per cent). Death during hospitalization 
occurred in 48 cases (2.9 per cent). Hemorrhage and 
death were more frequent in the group operated on 
before 1945. 
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Because of the difficulty in obtaining reliable 
data on impotence, no figures are given, but the au- 
thors note that early postoperative impotence with 
return of sexual power in 3 months or so was often the 
case, whereas with their retropubic prostatectomy 
patients, the reverse was more frequent. 

The average length of hospitalization declined from 
13 days during the first 10 years of the study to 9 days 
during the last 5 years. 

The authors briefly discuss the indications for this 
route, the technique, anesthesia, and postoperative 
care. They conclude that simple perineal prostatec- 
tomy has a definite place in removing adenomas of all 
sizes and in all pathologic conditions, especially in 
poor risk patients where there is a suspicion of malig- 
nancy. —Paul R. Leberman, M.D. 


Treatment of Undescended Testis and Its Complica- 
tions. Joun R. Hann. 7. Am. M. Ass., 1957, 164: 1185. 


THE ADVICE that a physician gives to the parents of a 
child with undescended testes will depend upon an 
intelligent understanding of the many factors involved 
in this rather complex and confusing problem. The 
author has clearly outlined the many reasons why he 
advises adequate medical therapy at 8 years of age. 
If such hormonal therapy should fail, surgical inter- 
vention is undertaken at the first sign of puberty as 
measured by the appearance of pubic hair, not the 
age of the patient. 

The author believes that the changes which are 
caused by retention of the testes apparently do not 
impair fertility, despite the investigation of other au- 
thors to the contrary. With treatment pointed in the 
direction of spontaneous or induced descent, careful 
questioning and repeated examination are essential 
in differentiating the testes which will be likely to 
respond to hormonal therapy from those which will 
not. 

If the parent or physician has observed descent of 
the testis either spontaneously or upon manipulation, 
it is likely that this testis will ultimately descend owing 


to contraction of the cremaster muscle which can often 
be demonstrated by a dimpling of the scrotal skin on 
initiation of the cremaster reflex. Additional evidence 
of potential spontaneous descent is a palpable small 
cord above the testis and an open scrotal neck. A 
testis fixed in the superficial inguinal pouch, perineum 
or femoral area, however, will require surgical inter- 
vention. The testis which descends spontaneously jis 
seldom associated with a hernia. 

Hormonal stimulation judiciously administered will 
hasten the descent of a testis which would have come 
down spontaneously; aids in the development of the 
testis, its cord structures and the scrotum, and is of 
particular value in the bilateral cryptorchid. Medical 
therapy is not to be instituted when concurrent hernia 
or torsion exist, when the testis occupies an ectopic 
position, or after puberty. Therapy should be deferred 
until the child reaches 8 years of age. The intramus- 
cular administration of 4,000 international units of 
hormone 3 times per week up to 40,000 international 
units will cause descent of any testis that would spon- 
taneously descend. If the testis has failed to descend 1 
month after completion of therapy, either mechanical 
obstruction exists or there is agenesis. 

A one stage orchidopexy, preferred by the author, is 
performed as soon as possible after failure of hormone 
therapy has been demonstrated. The surgical tech- 
nique employed emphasizes the protection of the ilio- 
inguinal nerve and the division of obstructive muscle 
layers. Additional length of the cord is gained by the 
release of fibrous bands. The testis is anchored to the 
bottom of the scrotum and finally to the thigh by an 
attached rubber band. The operative site is repaired 
by the Ferguson technique. If the testis cannot be 
placed in the scrotum, it should be anchored as low 
as possible outside the external inguinal ring. Later 
a second attempt may be made to place the testis in 
a lower position. Orchiectomy is preferable to abdom- 
inal placement of the testis or in unilateral unde- 
scended testis which cannot be placed in the scrotum. 

—Peter L. Scardino, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, ‘TENDONS 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Spontaneous Infarction of Bone (L’infarto osseo spon- 
taneo). D. CaraLano and M. Di Maria. Gior. ital. 
chir., 1957, 13: 22. 


SEVEN INSTANCES of spontaneous infarction of bone 
are reported. In 3 patients a rather advanced periph- 
eral arterial disease was present; in a fourth there 
was a history of occupational disease (caisson-worker) ; 
in the remaining 3 patients there was no evident ex- 
planation as to the pathogenesis. In 2 of the patients 
with arterial disease amputation was carried out and 
the specimens were available for roentgenologic, 
macroscopic and microscopic studies. Roentgeno- 
grams and photographs of the macroscopic and micro- 
scopic tissue specimens are appended. The tissue 
findings verified the condition portrayed by the roent- 
genograms and the roentgenographic picture is al- 
ready fairly familiar (Phemister, D. B.: Proc. Inst. M., 
Chicago, 1949, 17: 254). 

The roentgenograms of these aseptic necrotic proc- 
esses varied with their location in the bone. The foci 
in the diaphyses of the bone (femur or tibia) were 
more regular in contour than those in the metaphys- 
eal-epiphyseal lesions. In the diaphyseal lesions the 
position and appearance of the necrotic areas sug- 
gested thrombosis of the terminal arterioles of the 
nutrient artery, but the metaphyseal and metaphys- 
eal-epiphyseal lesions suggested thrombosis of the 
larger arteries. With reference to osseous repair and 
regeneration the findings suggested greater activity in 
the metaphyseal and epiphyseal regions of the affected 
bone. This enhanced regenerative activity is ascribed 
by the authors to the more abundant collateral ves- 
sels in the latter region. 

The authors believe that the findings are sufficiently 
characteristic to justify postulating a common patho- 
genesis, that all instances of primary aseptic necrosis 
of bone are the result of arterial thrombosis, and the 
pathogenesis in patients with evident arterial disease, 
in the patient with so-called caisson disease, and in the 
patients without evidence of pathogenetic factors is 
identical. 

The condition itself is practically without symp- 
toms; it is usually discovered by a chance roentgeno- 
graphic examination. There is at present no known 
specific treatment. — John W. Brennan, M.D. 


Clay Shoveller’s Disease in Adolescents (Schmitt’s 
Disease); a Report of 2 Cases. W. J. Weston. Brit. 
J. Radiol., 1957, 30: 378. 


Two casts of clay shoveller’s disease are presented in 
detail. There were roentgen signs of pathology in the 
spinous process of the first dorsal vertebra and the 
seventh cervical vertebra. The symptoms consisted of 
local tenderness over the spines of the last cervical and 
upper dorsal vertebra. X-ray examination showed 
changes in the tip of the seventh cervical vertebra and 
consisted of a type of aseptic necrosis. 
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A roentgenogram taken 20 months after the initial 
injury showed complete repair had taken place in the 
spinous process. This was in a male of age 15. 

The second case was that of a male of age 14. 
Roentgenograms showed changes in the spinous pro- 
cess of the first dorsal vertebra. A roentgenogram 
taken 2 years after the initial symptoms showed the 
apophysis to be ununited, deformed, and displaced 
caudally. 

Apparently, over a period of months there is grad- 
ual repair and return to normal bone structure in 
these cases. The condition most probably represents 
an aseptic bone necrosis due to trauma. 

—Richard J. Bennett, Jr., M.D. 


The Shoulder-Hand Syndrome; Historical Review 
with Observations on 73 Patients. PHittip S. RosEN 
and WaLLAcE Granam. Canad. M. Ass. 7., 1957, 77: 
86. 


THE AUTHORS present a study of 73 patients with the 
shoulder-hand syndrome. While the pathogenesis 
remains unknown, approximately 40 per cent of the 
cases were associated with cardiovascular disease 
and the remainder were associated with a wide 
variety of diseases of which the most common ap- 
peared to be cervical disc degeneration. The authors 
consider that the essential diagnostic features are 
pain, limitation of shoulder motion, swelling and 
tenderness of the hand, and inability to fully flex 
or extend the fingers. Osteoporosis of the hand was 
present in two-thirds of the patients and is considered 
to be an indication of the severity and duration of 
the symptoms. 

The authors think that early recognition is im- 
portant and that results are poor if treatment is 
long delayed. In their hands no form of treatment was 
outstandingly satisfactory, but the use of cortisone 
and ACTH “‘in addition to judicious rest with early 
passive and active movement gave the best results.” 
All of the patients in this series were treated in a 
general hospital although it appears that the admis- 
sion of the patient to the hospital was often for an 
associated condition. Sixteen patients who had no 
special treatment were considered to show 12 fair 
or poor results; the results in the remaining 4 could 
not be recorded. Of 20 patients having “intensive 
physiotherapy” 9 were considered to have good or 
excellent results whereas 11 had fair or poor ones. 
Of 15 patients treated with ACTH or cortisone plus 
physiotherapy, 10 had excellent or good results 
whereas 5 had fair or poor. Of 7 patients having 
stellate ganglion block only one had an excellent 
or good result while 6 had unsatisfactory results. Of 
15 patients, about equally divided, given manipula- 
tion under anesthesia, deep x-ray therapy, phenyl- 
butazone therapy, and local injection of hydrocorti- 
sone into tender areas about the shoulder, none had 
a good or excellent result. No mention is made of 
the duration of treatment before evaluation of the 
results. The extremely poor results with all methods 
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of treatment suggest to the reviewer that perhaps 
these patients were discharged from the hospital 
with more regard for the primary condition than the 
shoulder-hand syndrome. 

—WNorman 7. Rosenberg, M.D. 


Mechanical Traction in the Lumbar Disc Syndrome. 
W. B. Parsons and J. D. A. Cumminc. Canad, M. Ass. 
772 7. 


THE Pain of lumbago can be due to pressure on the 
dura, and referred pain can be due to pressure on the 
dura surrounding the nerve roots. This pressure may 
be caused by the displacement of an intervertebral 
disc. Methods have been investigated whereby the 
pressure may be removed. 

A series of 100 consecutive cases of disc syndrome 
have been treated by mechanical traction. ‘These were 
the cases that did not respond to manipulation. All of 
the patients were roentgenographed to rule out other 
diagnoses. This was the first attack in 45 per cent, 
while the remaining 55 per cent had had at least one 
previous attack. These patients were told never to 
bend forward. The treatment consisted of a table with 
wide bands lined with foam rubber which were 
placed around the patient’s pelvis and midthorax. 
The patient could lie either prone or supine, and 
traction was applied with weights of 80 to 200 pounds 
for about half an hour. Treatments were given daily, 
and if there was no relief of the symptoms after eight 
treatments, they were discontinued. The average 
number of treatments was 7.3. 

Twelve patients were listed as having good relief, 
and 12 having little relief; there was failure in 2 cases 
only. Seventy-four patients presented excellent results. 

—Richard 7. Bennett, Fr., M.D. 


Joint Paracentesis from an Anatomic Point of View; 
Hip, Knee, Ankle, and Foot. James A. MILLER, JR. 
Surgery, 1957, 41: 999. 


THIS ARTICLE is the second in a series concerning new 
approaches to joint paracentesis based on anatomic 
criteria. The following considerations were taken into 
account in selecting injection sites for the lower ex- 
tremity: 

1. The site should be as far removed as possible from 
tendons, large nerves, or blood vessels. 

2. A palpable bone landmark should be available in 
the immediate vicinity of the injection site. 

3. If the landmark is not easily palpable when the 
joint is in the best position for injection, the joint 
may be palpated in one position and subsequently 
moved to the position for injection. 

4. Methods such as distraction or positioning which 
will enlarge the target area (the joint cavity) should 
be utilized. 

5. Positioning should be such as to stretch the part 
of the capsule and any supporting ligaments that 
might be penetrated by the needle tip. 

6. The direction of penetration should be such as to 
minimize the danger of scoring articular cartilages. 

Each joint of the lower extremity is examined in 
turn, and with the application of these criteria the 
paracentesis approach is described. The article is 
amply illustrated with photographs and diagrams to 
serve as a useful guide for those interested in using the 


described approaches. The following sites were selec- 
ted for joint paracentesis: 

1. For the hip: a lateral approach immediately su- 
perior to the middle of the greater trochanter with the 
leg adducted and medially rotated slightly. 

2. For the knee: an anterior approach immediately 
inferior to the apex of the patella with the knee flexed 
to 90 degrees. 

3. For the talotibial joint: an anterior approach 
immediately inferior to the medial malleolar sulcus, 
with the foot plantar flexed. 

4. For the talonavicular joint: a dorsal approach 
immediately distal to the talar head, with the foot 
plantar flexed. 

5. For the first tarsometatarsal joint: a medial ap. 
proach immediately proximal to the base of the first 
metatarsal. 

6. For the fifth tarsometatarsal joint: a lateral ap- 
proach immediately proximal to the tubercle and 
dorsal to the peroneus brevis tendon. 

7. For the metatarsophalangeal joints and the in- 
terphalangeal joints: a dorsal approach distal to the 
head of the more proximal bone either medial or 
lateral to the extensor tendons and aided by flexion 
and distraction of the digit. 

—Bernard C. Gerber, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Treatment of Pott’s Disease by Direct Surgical Ap- 
proach (Traitement chirurgical du mal de Pott par 
abord direct du foyer). R. Tuys. Acta orthop. belg., 
1956, 22: 602. 


ON THE SERVICE of Judet of Paris the direct approach 
to a vertebral tuberculous focus by bone grafting 
is the operation of choice and gives a high percentage 
of rapid and complete recoveries. 

The lumbar spines in children around 3 years of 
age are mostly affected. In children usually one or 
more of the vertebral bodies are affected including 
the discs, with the formation of gibbus and sometimes 
paraplegia, but in the adult the destruction is less 
pronounced. 

The direct surgical approach for the dorsal spine is 
from the left side to avoid the vena cava. Painstaking 
hemostasis is necessary because of the great vascular- 
ity of the area. The pleura and the transverse process 
have to be avoided when the rib is resected after in- 
cision of the intercostal muscle, keeping away from 
the neurovascular bundle. The greatest care has to be 
exercised in peeling out the abscess wall with the re- 
moval of sequestra after the aspiration of free pus. A 
bone onlay graft (Phemister) is usually employed and 
after insertion of a tube for drainage and application 
of antibiotics, the wound is closed. The other segments 
are approached in the same manner, varying with the 
anatomical landmarks. Preoperatively, isoniazid and 
para-aminosalicylic acid are given for about one 
month. One-half gram streptomycin is given twice a 
day for the 12 days preceding operation, during which 
time the patient is immobilized, and injected into the 
drainage tube postoperatively for 2 weeks. Plaster 
immobilization is maintained for 3 to 4 months. The 
best time for operation is after resorption of the exu- 
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date and before the formation of bony sclerosis, in 
order to ensure fusion of the graft. Abscess formation 
js not a contraindication to operation but the pres- 
ence of other tuberculous progressive foci is con- 
sidered one, as is advanced age of the patient. 

Possible complications of the operation are in- 
juries to the pleura, aorta, intercostal arteries and 
dura, peritoneal cavity, or iliac vessels. Postoperative 
complications may be local recurrence, tuberculous 
pleurisy, tuberculous meningitis, or sinuses. The 
mortality rate is 1.7 per cent. In 25 surgically treated 
adult cases, all of which were cured, the healing 
period varied between 5.5 to 7.5 months. Of 8 infants 
in whom several vertebrae were affected, 7 were 
cured within 10 months without change of the gibbus. 
The success of a bone graft before the age of 12 years 
is questionable. The occurrence of paraplegia is 
caused by the abscess with local congestion, often 
cured by aspiration; by bone pressure (sequestrum 
or gibbus) with increasing symptoms, the extent of 
the local compression being visualized with tomog- 
raphy; or by pachymeningitis, the latter not in- 
fluenced by decompression, and usually progressive. 

Various tables and x-rays illustrate the author’s 
plea for complete eradication of the focus, followed 
by grafting as performed in Judet’s service. This is 
the only operation that gives a high percentage of 
good results, a short healing time, and enables the 
patient to return to full duty. 

—E. H. Bettmann, M.D. 


Radioactive Calcium Tracer Studies in Bone Grafts. 
JonaTHAN COHEN, CONSTANTINE J. MALETSKOS, JOHN 
H. MarRsHALL, and James B. Witiams. 7. Bone Surg., 
1957, 39-A: 561. 


HoMOGENOUS BONE GRAFTs in dogs were studied by the 
implantation of radioactive bone from donor dogs 
previously injected with calcium* and by implanta- 
tion of nonradioactive bone into hosts which were in- 
jected with calcium* prior to, during, or after the 
grafting procedure. Determinations of the serum and 
bone specific activities were made and compared. 
The authors developed a procedure for quantitative 
autoradiography which they then applied to the 
study of cross sections of the grafted and nongrafted 
areas of bone. 

The activity in cross sections of the shafts of the long 
bones consisted principally of a general diffuse com- 
ponent, the specific activity of which was relatively 
constant over the 100 day period of the study and was 
proportional to the administered dose. Upon this 
diffuse component were superimposed a few intense 
hot spots and often a ring of increased activity in or 
near the endosteum or periosteum. The hot spots cor- 
responded to individual Haversian systems, and their 
specific activities ranged up to thirty-five times that of 
the diffuse component. 

The distribution of calcium“ from radioactive grafts 
was systemic and no preferential transfer of calcium* 
tocallus or nearby bone was detected. In dogs which 
received nonradioactive grafts and injections of cal- 
cium“, the specific activity of the callus was the high- 
est observed anywhere in bone, up to 100 times that 
of the diffuse component of the host’s cortical bone 
and was strongly dependent on the relationship be- 


tween the time of injection and the time of grafting. 
The time of calcification of the callus occurred pre- 
dominantly at about the third week after grafting. 
Hot-spot migration to or from grafted areas without 
dilution in the whole volume of circulating blood was 
not detected. — Bernard C. Gerber, M.D. 


FRACTURES AND DISLOCATIONS 


Medullary Fixation of Fractures; Results in 100 Con- 


secutive Cases. ROBERT CRAWFORD ROBERTSON. 
South. M. F., 1957, 50: 837. 


IT Is BROUGHT OUT that medullary nailing is a difficult 
procedure and should be limited to the experienced 
fracture surgeon. The medullary nail should remain 
in place until solid cortical union is demonstrated in 
the roentgenogram. It is believed that rigid fixation 
is not obtained in most cases and external fixation is 
also indicated. 

This open method of treatment should be restricted 
to the cases in which the surgery, experience, and 
judgment of the surgeon indicate that it will produce 
functional end results. 

Medullary nailing is particularly of value in com- 
minuted, displaced, segmental, malunited, and un- 
united fractures occurring in the middle two-thirds of 
the shaft of the femur, the forearm, or the clavicle. 

Medullary nailing is not contraindicated in young 
adolescents following the failure of closed methods. 

—Richard 7. Bennett, Jr., M.D. 


Some Sequelae of Medullary Nailing of Long Bones. 
O. BistR6m. Ann. chir. gyn. fenn., 1957, 46: 1. 


A NUMBER OF PATIENTS primarily treated elsewhere 
by medullary nailing were sent to the orthopedic 
clinic for reparative surgery. The causes of unsuc- 
cessful medullary nailing in these cases were analyzed. 

The total number of patients seen is not mentioned 
but there were 12 with pseudarthrosis and 11 with 
osteomyelitis. There were 2 with transitory radial 
nerve palsy following open reduction of the humerus 
and both of these subsequently recovered. It was 
further noted that there were 6 in whom the intra- 
medullary nail had fractured and 3 in whom the 
nail had bent. In one of these patients the nail frac- 
tured 12 months after surgery and pseudarthrosis 
became evident. In another case the nail, considered 
suitable for the purpose, bent during immobilization 
in a plaster cast. This nail was straightened, but 2 
months later it fractured. In one patient fixation had 
been done only by the guiding mechanism; it ap- 
parently had been impossible to insert a proper nail. 
This nail also fractured and osteomyelitis developed 
although the bone healed. 

The most common causes of failure were con- 
sidered to be the use of unsuitable instruments and 
inadequate technique. Often a nail of unsuitable 
caliber was used. Other common causes of failure 
were attempts to adopt intramedullary nailing to 
unsuitable fractures and sometimes an improper site 
for insertion of the nail was chosen. In some cases 
the period of immobilization was not prolonged 
despite instability of the fractures following nailing. 
Infections occurred only after medullary nailing was 
combined with opening of the fracture site. The 
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authors wished particularly not to condemn the 
principles of intramedullary nailing, but only im- 
proper technique. | —Norman 7. Rosenberg, M.D. 


The Treatment of Supracondylar Comminuted Frac- 
tures of the Femur (fur Behandlung suprakondylaerer 
Truemmerbrueche des Femur). K. VIERNSTEIN. Zschr. 
Orthop. Grenzgeb., 1957, 88: 516. 


SUPRACONDYLAR FRACTURES Of the femur are common 
in Europe. They occur in motorcycle accidents. They 
are often complicated by severe comminution, frac- 
tures of the patella, and extensive soft tissue damage 
around the knee joint. In the treatment of these frac- 
tures the authors closely followed the methods de- 
scribed by Moore, Blount, and Jewett. Instead of the 
Jewett nail the authors preferred to use a screw at- 
tached to a plate with a bolt on the free end. This was 
of great value in fixation of comminuted fragments. 

Since 1950, 16 patients were seen with comminuted 
supracondylar fractures of recent origin and 2 patients 
were seen after treatment at another clinic; the latter 
were developing pseudarthrosis. The average age of 
the patients was 28 years, and the average time of 
hospitalization 10 weeks. On discharge 9 patients had 
normal extension and flexion to 90 degrees, and 7 had 
10 degrees limitation of extension and about 30 to 40 
degrees limitation of flexion. In the last group the 
supracondylar fracture of the femur was complicated 
by a comminuted fracture of the patella. One patient 
in the group developed pseudarthrosis and in another 
arthrodesis of the knee joint had to be done because of 
infection complicating the fracture. 

According to the author, open reduction should be 
done in all supracondylar fractures of the femur, with 
or without involvement of the knee joint, in which 
conservative treatment fails to produce satisfactory 
reduction. In open fractures the wound should be 
healed before open reduction is done. The best time 
for surgery was found to be 2 weeks after the accident. 

The surgical technique is described in detail. After 
the fragments are transfixed with a plate and a bolted 
screw, an autogenous or homogenous bone graft is 
laid around the fracture in order to prevent develop- 
ment of pseudarthrosis. In a few days after surgery 
patellar tensing exercises can be given and after 10 
days passive exercises are begun. As soon as swelling 
and pain decrease active exercises are given as tol- 
erated. In 8 weeks weight bearing is allowed. 

In the author’s experience the best results occurred 
when the fractures were not complicated by infection, 
patellar fractures, or tears of soft tissue around the 
knee joint. The author advises against patellectomy 
even when the patella is fractured, since it prolongs 
and complicates recovery. If soft tissue damage is 
present, it should be repaired at the time of surgery. 

In conclusion the author states that open reduction 
of supracondylar fractures of the femur produces 
early stability of the bone fragments and in turn 
allows early exercise of the knee joint, which leads to 
superior end results. | —George B. Wichman, M.D. 


Tibial Shaft Fractures; Problems in Management, 
Leroy O. Travis. J. Am. M. Ass., 1957, 164: 1175. 


THE AUTHOR reviewed 413 fractures of the tibial shaft 
treated at the Brooke Army Hospital, San Antonio, 


Texas, from 1948 to 1953 and also 97 such fractures 
managed between 1953 and 1955 at the Madigan 
Army Hospital, Tacoma, Washington. 

The fractures were classified as to general type, 
location, and the specific type of bone and soft tissue 
injury. The term “‘general type’’ refers to whether the 
fracture was open (compound) or closed. Location 
refers to which fourth of the tibia was implicated, 
The upper and lower fourths of the tibia are cortical 
whereas the middle fourths are cancellous, and this 
is reason for electing a division of fourths rather than 
the usual division of thirds. Three-fourths of the 
fractures involved the middle cortical shaft. 


Eight particular varieties of bone injury were [| 


recognized. These included a short oblique fracture 
which was the most common (34 per cent) and a long 
oblique or spiral fracture which was next most common 
(19 per cent); a transverse fracture with the line 
almost perpendicular to the shaft and minimal com- 
minution (16 per cent), a fracture with severe com- 
minution with significant displacement (12 per cent), 
an incomplete type of fracture, a segmental type with 
a 2 inch or larger middle fragment, and 2 others (not 
specified) made up the rest. 

Soft tissue injuries were described as of first degree, 
if the perforation was small and required no debride- 
ment; second degree, if larger and in need of de- 
bridement; and third degree, if large enough to re- 
quire a skin graft. Fractures limited to the upper two 
fourths of the tibia were associated with the greatest 
incidence of soft tissue involvement and 41 per cent 
were of second degree. Third fourth fractures were 
associated with second degree soft tissue damage in 
23 per cent of the instances. 

In reviewing the results and treatment, the author 
found satisfactory results following plaster immobili- 
zation in 242 cases, or 80 per cent. Generally, open 
reduction proved less satisfactory. Plates were ap- 
plied in 20 patients of whom half developed osteo- 
myelitis. 

Long oblique fractures require open reduction, and 
screw fixation is preferred if it is possible to apply the 
screws at right angles to the cortex. Short oblique and 
segmental fractures may be treated by an inta- 
medullary nail if they are not well maintained by 
closed methods. 

The fibula usually proved to be a good stabilizer, 
but on occasion it distracted the tibial segments; in 
this contingency it is best resected. 

The over-all incidence of osteomyelitis was 10 per 
cent in the Brooke series, but it was only 4 per cent 
among the cases managed by closed techniques. Half 
of the patients with osteomyelitis responded satisfac: 
torily to therapy. —Everett Shocket, M.D. 


Transcutaneous Intramedullary Nailing Tico the 
Internal Malleolus in Fractures of the Lower Thi 
of the Leg; Technique, Results, and Indications 
Based on 65 cases (L’enclouage percutané a pénétr 
tion malléolaire dans les fractures basses de jambe; s4 
technique, ses résultats, ses indications 4 propos de 65 
cas). PrERRE LANTHtER. Presse méd., 1957, 65: 781. 


Tere is a lack of holding power of intramedullary 
nails introduced through the tibial tuberosity ™ 
oblique fractures of the lower part of the leg. Open 
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reduction with internal fixation remains a more or less 
dangerous procedure because of the possible compli- 
cations. 

In 63 cases the intramedullary nail was introduced 
through the internal malleolus while, under aseptic 
conditions, traction was maintained between the knee 
joint flexed at 90 degrees, and a Steinman pin through 
the calcaneus. 

The technique is used only for unstable fractures in 
which overriding and separation of the fragments can 
be reduced by traction and manual pressure. After 
reduction is obtained a guide wire is introduced at the 
base of the internal malleolus. The guide wire has a 


. blunt extremity bent over an angle of 45 degrees at a 


distance of 15 mm. from the tip. Fluoroscopic control 
is maintained with sterilized lead gloves and a steri- 
lized screen. 

Astraight Kuntscher nail with a special tip is used. 
The end of the nail is shaped in such a way that an 
opening which can be slipped over the guide wire is 
left. Thus, the nail must follow the guide wire. 

A previously bent nail should not be used as it has 
insufficient holding power. The diameter of the nail 
depends on the width of the medullary canal. After a 
nail of sufficient width has been introduced in the 

ximal fragment, the guide wire is withdrawn. The 
nail should then be introduced deeper until its end is 
flush with the cortex of the malleolus. A plaster cast is 
applied either immediately, when a thin nail is used, 
or after 10 days in other cases. One month later a 
walking cast is applied. Removal of the nail is un- 
necessary. 

Some complications arose and led the author to 
draw the following conclusions: 

1. The technique must be atraumatic. One should 
not use it when the trauma is too great. 

2. It should not be used when there is an additional 
fracture line running toward the malleolus. 

3. A smaller nail must always be tried before a 
larger one is introduced. 

4, The nail must be flush with the bone, otherwise 
skin necrosis may occur. 

5. In very low, and in oblique fractures with the 
fracture line running downward and outward, the 
technique is contraindicated. 

In 24 of 65 cases the results were anatomically ex- 
cellent and in 34 were good.— 7. C. Mulier, M.D. 


ORTHOPEDICS IN GENERAL 


The Normal Vascular Anatomy of the Human Fe- 
moral Head During Growth. JosepH TRuETA. 7. 
Bone Surg., 1957, 39-B: 358. ; 


IN A CLASSICAL ANATOMICAL STUDY of 46 specimens of 
the upper end of the femur the author makes use of 
Spalteholz’s transparency preparations injected with 
Prussian blue, and microradiography using barium 
sulphate suspension as the injection material, as well 
as other specialized techniques previously described 
by the author. The article is beautifully illustrated 
with 62 plates. The author considers that there are 
five main phases of development of the vasculature of 
the human femoral head from birth to maturation. 

_Phase 1: At birth— Vessels coming from the lateral 
side of the head proceed horizontally toward its 


medial side while other vessels emerge almost verti- 
cally from the top of the ossified shaft. Vessels are seen 
coming from the round ligament but are not constant. 

Phase 2: Infantile—from 4 months to 4 years. The 
predominant blood flow arises from the metaphysial 
vessels crossing the area later to be occupied by the 
growth plate. The lateral epiphysial vessels are also 
important but there are no penetrating vessels coming 
from the ligamentum teres. In the early days of this 
period some large vessels may be seen entering the 
head from this source, but they soon disappear. 

Phase 3: Intermediate—from about 4 to 7 years. 
The epiphysial plate has established a firm barrier be- 
tween the epiphysis and metaphysis. The metaphysial 
blood flow decreases and becomes negligible while the 
round ligament has not yet provided vessels pene- 
trating the epiphysis. During these 2 or 3 years the 
only source of blood to the epiphysis comes from the 
lateral epiphysial vessels, all of them tightly grouped 
on the lateral aspect of the head. 

Phase 4: Pre-adolescent—9 or 10 years. While the 
growth plate acts as a closed barrier to the vessels, the 
arteries from the ligamentum teres finally reach the 
depths of the epiphysis and become anastomosed to 
other vessels, all of which are branches of the lateral 
epiphysial arteries. Thus at this stage the epiphysis 
receives blood from two main sources situated at the 
greatest possible distance from each other. 

Phase 5: Adolescents—The barrier of the epiphysial 
plate begins to break down and vascular anastomosis 
crosses over, bringing into being the final or adult 
stage of the circulation in which the epiphysial and 
round ligament vessels are joined again to those of the 
metaphysis, giving to the femoral head the vascular in- 
terwoven pattern described in an earlier article. 

—Norman Rosenberg, M.D. 


Postmenopausal Osteoporosis and Its Treatment (Die 
postmenopausische Osteoporose und ihre Behandlung). 
F. ScHEUER. Zschr. Orthop. Grenzgeb., 1957, 88: 471. 


SENILE OSTEOPOROSIS in the male occurs at a late age, 
on the average around 75 years. In the female how- 
ever, it occurs at a much earlier age. It appears that 
the male has a natural protection against osteoporosis. 
The onset of osteoporosis is insidious and shows no 
symptoms for a prolonged period of time. When it 
finally becames symptomatic, there is pain along the 
spine. These complaints may be aggravated by 
trauma, such as a fall, or a twisting injury to the back. 
Later, the pain spreads into the neck and the pelvis. 
There is tenderness to palpation along the spinous 
processes, ribs, and on compression of the pelvic re- 
gion. The first and second lumbar vertebrae have a 
tendency to be displaced posteriorly but the fourth 
and fifth lumbar vertebrae have a tendency to be dis- 
placed anteriorly (spondylolisthesis). The thoracic 
spine usually shows extreme kyphosis; the cervical 
spine, hyperlordosis. Occasionally, the head of the 
femur protrudes into the pelvis, causing a deepening 
of the acetabulum. The x-ray examination usually 
reveals a lack of calcium and decreased contrast be- 
tween the soft tissue and the skeleton. 

It is generally agreed that estrogen plays a very im- 
portant part in the formation of the organic ground 
substance. The actions of androgen and estrogen 
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cause retention of calcium and phosphorus within 
bone. Pigeons show evidence of sclerosis of the bone at 
the time of ovulation. The injection of estradiol ben- 
zoate into mice causes an increase of calcium retention 
within the skeleton. Albright asserts that estrogen 
causes an increase of the protein metabolism and thus 
has an indirect action on the bone substance. The 
synthesis of the protein bodies, particularly amino 
acids, is influenced by three hormones: the growth 
hormone of the pituitary, the sex hormone, and the 
protein hormone of the adrenal cortex. The destruc- 
tion of protein is caused by its utilization in maintain- 
ing normal body temperature and the energy used by 
muscular activity, which in turn is controlled by the 
thyroid. Protein is also destroyed by its transformation 
into carbohydrate, stimulated by the S hormone of 
the adrenals. Testosterone, estrogen, and the N hor- 
mone of the adrenal cortex have an anabolic action on 
the bone formation. The thyroid and the sugar hor- 
mone of the adrenal cortex have a catabolic action on 
the bone formation. 

At the time of the menopause, the balance between 
the hormones is disturbed in favor of the catabolic 
action. The calcium and phosphorus blood levels as 
well as the level of the alkaline phosphates in the blood 
do not show any changes at the time of the menopause. 
This in itself does not necessarily negate the hormone 
theory of postmenopausal osteoporosis. The fact that 
the blood levels of these factors remain unchanged 
indicates only that the body is able to compensate for 
the disturbance caused by the lack of estrogen in the 
postmenopausal period. Another factor in the forma- 
tion of osteoporosis is the decreased blood flow in the 
skeleton and the relative disuse atrophy which usually 
accompanies the lack of activity observed in people in 
the postmenopausal period. It is therefore recom- 
mended that these patients with postmenopausal 
osteoporosis be urged to remain active, that physio- 


therapy be supplied to increase the blood flow 
through the skeleton, that the diet be kept high in cal. 
cium, phosphorus and protein, and that they be given 
vitamins. Occasionally symmetrical transverse lines 
are noticed extending through the bones, particularly 
in the pubic area. (Milkman’s disease.) ‘The author 
then cites the recommended treatment adopted by 
Albright, Layani, Lichtwitz, and Albeaux-Fernet, 
The various types of treatment recommended gener. 
ally consisted of testosterone, methyltestosterone, 
estradiol and ethylstilbesterol injections. In most in. 
stances, subjective complaints were ameliorated, but 
no definite evidence of increased bone or deposition of 
calcium in the skeleton could be found by x-ray ex. 
amination. —George I. Reiss, M.D, 


(Die praeoperative Myelographie in der Orthopaedie), 
Georc GLocowsk! and HERBERT LiEBL. schr. Orthop, 
Grenzgeb., 1957, 88: 445. 


THE AUTHORS discuss the advantages of myelography 
for diagnostic purposes in orthopedic surgery. In one 
year 31 myelograms were taken and in 28 patients the 
correct level of the prolapse of the extruded disc was 
recognized preoperatively. This was later substanti- 
ated by surgery. 

The authors prefer to use abrodil instead of lipiodol, 
since it appears to be accompanied with fewer com- 
plications. The technique of the procedure is de- 
scribed in detail. In one patient with traumatic bi- 
lateral transverse myelitis, the myelogram was used to 
establish the level of the lesion and contributed to the 
decision that a decompression operation was indi- 
cated. 

In conclusion, the authors state that abrodil mye- 
lography is a safe and valuable procedure and should 
be used for diagnostic purposes. 

—George B. Wichman, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Aortic Arch Syndromes; a Survey of 5 Cases. JoseF 
BurRSTEIN, BJORN LinpstROM, and Curt WASASTJERNA. 
Acta med. scand., 1957, 157: 365. 


THE AUTHORS present a brief review of the literature of 
the conditions characterized by obliteration of one or 
more of the large arteries originating from the aortic 
arch. Five additional cases from their own experience 
are presented. These have the characteristics of 
Takayasu’s or pulseless disease consisting of the ab- 
sence of pulses in the upper extremities, attacks of 
giddiness and visual disturbances, atrophy of the optic 
papilla, and microaneurysms of the retina. Three of 
the case reports are supported by arteriograms. Each 
of these cases, however, differs significantly in respect 
to symptomatology and course. It is believed that in 
3 patients the etiology was probably atheromatosis, 
in 1 arteritis or atheromatosis, and in 1 a rheumatic 
arteritis. Atherosclerosis is regarded as a much more 
common etiologic factor than the literature shows. 
Usually the atheromatous aortic arch may be only a 
part of a wide spread atheromatosis and may not 
dominate the clinical picture. The importance of anti- 
coagulant administration is stressed and ACTH, 
cortisone, androgens, and antibiotics are said to be 
contraindicated. Estrogens may be worth testing. 
Aortic arch syndrome is suggested as a substitute for 
pulseless disease. —Allan D. Callow, M.D. 


Temporary Bypass for Repair of Aneurysms of the 
Aortic Arch. GeorGe ScuimMert, Catvin Y. Hapi- 
pian, and Orro C. BranticaNn. 7. Am. M. Ass., 1957, 
164: 1089, 


IN EXPERIMENTS On dogs, frequent paraplegia or death 
from irreversible shock occurred during prolonged 
cross-clamping of the thoracic aorta. In a series of 20 
dogs, in which segments of the aorta were replaced 
just distal to the subclavian artery, death or paraplegia 
supervened whenever the aorta was occluded for longer 
than 30 minutes. Successful solution of the problem 
of prolonged surgical procedures on the aortic arch 
and thoracic aorta must combine the following fac- 
tors: (1) wide exposure; (2) direct vision; (3) dry 
field; (4) reasonable operative time; and (5) successful 
and fast intercalation of the by-pass. The authors have 
developed a shunt consisting of a tygon tube with a 
nut mechanism which can be buttoned into the aorta 
easily at any level. This by-pass serves as an end-to- 
side anastomosis and allows visualization of the entire 
lumen of the vessel. The connecting pieces which es- 
tablish the shunt consist of a hollow screw with a 
wee upon which a washer can be tightened down 
a nut. 

This shunt was used successfully in a 51 year old 
male for excision of an aneurysm of the aortic arch 
involving the great vessels. The entire blood flow of 
the ascending aorta was directed to the common carotid 
artery and the thoracic aorta for a period of 55 min- 
utes. No cerebral or spinal cord damage developed. 
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The authors recommend this type of by-pass whenever 

temporary occlusion is not feasible during surgical 

procedures on the higher levels of the aorta. 
—Robert A. Nabatoff, M.D. 


on a Homologous Aortic Graft; a Sequel. 
Susman. Med. 7. Australia, 1957, 1: 877. 


THE AUTHOR reports the case of a man who had an 
aortic aneurysm by-passed by a homologous aortic 
graft. His postoperative course had been complicated 
by acute gastric dilatation and hemolytic jaundice. 
However, he made a good recovery and was dis- 
charged 9 weeks after operation. 

Eleven weeks after operation, during exercise, he 
complained of sudden abdominal pain and was 
hospitalized. The pain ceased only to recur promptly 
and the patient was operated on and a gross hemo- 
peritoneum was noted. Nothing further was done; the 
patient subsequently died and at postmortem exam- 
ination the three anastomotic sites were secure, but 
there were two saccular aneurysms on the antero- 
lateral aspect of the aortic portion of the graft. One 
of these aneurysms had apparently arisen at the 
origin of a branch of the aorta. This aneurysm was 
surrounded by a hematoma about an inch in diameter 
and was considered the source of the bleeding, al- 
though there was no gross rupture. This particular 
aneurysm was one inch below the upper suture line 
and an actual suture was found in the wall of this 
aneurysmal dilatation, which suggested that it had 
arisen from a branch of the aortic graft that had been 
ligated. 

In the discussion it was noted that the finding of 
an aneurysmal dilatation in an aortic homograft 
in man is considered distinctly unusual, although it 
has been noted in experimental animals. The graft 
in question had not been treated with ethylene oxide, 
and such treatment is considered a possibility for the 
prevention of aneurysmal development. The article 
concludes with the statement that the incidence of 
aneurysms on homologous grafts may prove to be 
so high that in future preference will be given to 
plastic grafts. — Ward D. O’Sullivan, M.D. 


Aneur 
M. P. 


Paradoxical Hypertension Following Resection of 
Coarctation of Aorta. Witt C. Szaty, Jerome S. 
Harris, W. GLENN YOUNG, JR., and Henry A. CALLa- 
way, JR. Surgery, 1957, 42: 135. 


Serious and sometimes fatal hypertensive vascular 
disease may be precipitated by the successful repair of 
coarctation of the aorta. Two distinct but unrelated 
periods of hypertension may develop. The first or 
immediate type may be caused by a disturbance in 
the pressor receptors in the aortic and carotid arteries. 
The diastolic hypertension that begins after the second 
day is much more serious and may be the beginning 
of a chain of events which progresses from vascular 
spasm to vascular degeneration and finally to death 
from the effects of tissue necrosis in the intestinal 
tract. Abdominal pain occurs shortly after the onset 
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of the diastolic hypertension. Pathologic studies re- 
vealed changes in the vessels originating from the 
aorta below the coarctation. There was close similari- 
ty to the arterial and arteriolar changes seen in ex- 
perimental renal hypertension, a change produced by 
arterial obstruction. A third feature of the condition 
was its apparent predisposition for the vessels of the 
small intestine. 

Clinically, the duration of the hypertension was de- 
pendent upon the severity of the vascular changes. 
Utmost conservatism in operative intervention is indi- 
cated because of the diffuse involvement in the abdo- 
men and because there are many spontaneous remis- 
sions. The authors state: “‘We believe an increasing 
white count, evident progression of the segmental 
small bowel changes on roentgen ray, and signs of 
peritoneal irritation should be present before laparot- 
omy is done.” In the survivors, the increased pressures 
and symptoms subsided without sequelae in 14 to 21 
days. Of the 14 patients with this delayed type of 
hypertension, 6 had other cardiovascular anomalies. 

The authors suggest several possibilities to explain 
this unusual paradoxical hypertension occurring 2 or 
more days after an operation that is performed to 
correct hypertension: (1) emboli to the kidneys with 
the production of chronic renal hypertension; (2) in- 
creased blood flow to the adrenals as a result of re- 
moval of the aortic stenosis, followed by increased 
epinephrine and norepinephrine secretion, which in 
turn causes vascular spasm; (3) sudden release of the 
aortic obstruction followed by a considerable increase 
in the systolic pressure in the lower half of the body, 
which sudden hemodynamic change could conceiva- 
bly cause arterial spasm and account for the diastolic 
hypertension; and (4) sudden increase in the pulse 
pressure. 

In two instances reduction of the hypertension by 
the sympathicolytic drug, hydralazine hydrochloride, 
was associated with control of the abdominal pain and 
eventual recovery. —Robert A. Nabatoff, M.D. 


Bilateral Adrenalectomy for Arteritis; Practical Prob- 
lems (La surrénalectomie bilatérale pour arterite 
problémes pratiques). JACQUES FERRAND and CLAUDE 
Sem. hop. Paris, Ann. chir., 1957, 11: 499. 


FIFTEEN PATIENTS with arterial insufficiency of the 
lower extremities who were treated by bilateral adren- 
alectomy are presented with detailed case histories. 
The average age of these patients was 35 years, with 
a range from 22 years to 61 years. The authors in- 
cluded patients with discrete occlusive lesions of the 
femoral and iliac arteries and aorta that are usually 
associated with arteriosclerosis, as well as patients with 
quadrilateral small artery occlusion and associated 
phlebitis which are customarily thought to be typical 
of thromboangiitis obliterans. All except one of these 
patients had had sympathectomy either at the same 
time as the adrenalectomy or before. Eleven of them 
had had amputations. The results in 7 of these patients 
were classified as successful. They showed warming of 
the extremities, healing of the ischemic lesions and 
unhealed amputation wounds, and disappearance of 
pain. Several of these patients did not improve fol- 
lowing sympathectomy but did after adrenalectomy 
was performed. Four of the patients were classified as 


showing relative improvement and 4 were considered 
failures. One of the patients who was classified as a 
failure showed an initial good result but died in ad- 
renal insufficiency because he did not follow the ad- 
vice of his physicians. Three of the patients died as 
a direct result of progression of arterial occlusive dis- 
ease in the vital organs. 

The patients in this study were given cortisone with 
the addition of DOCA 26 to 34 hours before surgery. 
There were no special problems pertaining to the 
anesthesia except that an effort was made to avoid 
hypotension and its complicating thromboses. The 
authors prefer total removal of the adrenal glands in 
contrast to Leriche and Kunlin who prefer subtotal 
adrenalectomy. Two hundred milligrams of cortisone 
are given on the day prior to surgery, 150 milligrams 
one hour before the operation, and 300 additional 
milligrams on the day of operation. Two hundred 
milligrams are given on the first postoperative day 
and 100 on the second. Five grams of DOCA are 
given on the day prior to surgery, the day of surgery, 
and the day following surgery, the dose being reduced 
thereafter. These medications are supplemented with 
sodium chloride. After the operative period the pa- 
tient is maintained on cortisone in the dosage of 5 to 
25 milligrams per day. The authors prefer the use of 
delta cortisone for maintenance in the postoperative 
period. 

Continuous and careful medical supervision of these 
patients is required after discharge. They must never 
omit their hormonal medication, should not attempt 
more than part time work, and avoid heavy labor. 
Their cortisone dosage should be increased in case of 
infection or injury, and they should be carefully in- 
formed about the symptoms of Addisonian crisis so 
that they can seek assistance in case it occurs. 

The majority of these patients had no difficulty in 
following this regime and considered its inconvenience 
well worth the relief obtained from the surgery. 

—Robert S. Shaw, M.D. 


Cystic Adventitial Degeneration of the Popliteal 
Artery. Tor Hiertonn and Kay Linpsere. Acta. chir. 
scand., 1957, 113: 72. 


THE AUTHORS have had experience with 4 cases of 
cystic adventitial degeneration of the popliteal artery, 
an unusual pathological entity. In this article they 
present one of the cases in detail with arteriograms, 
pictorial operative findings, a colored reproduction of 
the gross specimen, and a description of the histo- 
logical appearance. Mention is made of possible etio- 
logical factors. All the patients encountered were be- 
tween 24 to 32 years of age. Their histories were not 
associated with acute trauma, and their presenting 
symptoms were those of vascular insufficiency of a 
lower extremity: cramps in the calf, intermittent 
claudication, and the absence of findings of chronic 
arterial insufficiency or of generalized arteriosclerosis. 
The pathological findings were uniform. There was 
an adventitial cyst, under tension, which compressed 
the lumen. The physical findings were usually limited 
to a swelling in the popliteal space and the absence of 
pulses below. 

The operative treatment consisted of excision of a 
segment of the popliteal artery and substitution of a 
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graft. In the case presented a vein graft was used 
which was obtained from the saphenous system on the 
opposite side. 

At one time it was thought that intramural hemor- 
rhage might account for the pathological findings; 
however, the absence of hemosiderin deposits ruled 
this out. In every case arteriosclerosis has been absent. 
The authors propose that the etiological factor is 
microtrauma with the subsequent development of 
cystic gelatinous degeneration. 

—R. L. Lawton, M.D. 


The Mechanism and Prevention of Distal Tubular 
Necrosis Following Aneurysmectomy. SamuEL R. 
Powers, JR., ANTONIO Bospa, and ArtTHuR STEIN. 
Surgery, 1957, 42: 156. 


CLAMPING THE ABDOMINAL AORTA of the dog for pro- 
longed periods produces the clinical and pathologic 
changes of distal tubular necrosis. The onset of changes 
in hemodynamics appears after a variable period of 
time. The longer the period of clamping, the more 
likely this syndrome is to appear. The authors state: 
“This observation is in agreement with our clinical 
data since no case of renal impairment was seen when 
the period of cross-clamping was less than 1.5 hours.” 
It is significant that a nonoccluding clamp placed on 
the side of the aortic wall will still result in renal dam- 
age. The association of prolonged increase in renal 
vascular resistance with clinical and histologic evi- 
dence of distal tubular necrosis was a constant finding 
in this study. 

Ganglionic blockade with arfonad produced a fall 
in renal blood flow which is roughly proportional to 
the fall in arterial pressure and, therefore, did not ap- 
preciably affect the renal vascular resistance. In spite 
of the reduced blood flow, formation of urine contin- 
ued in this group of animals and tubular damage did 
not occur. These conclusions have been applied to a 
series of 8 clinical cases of aneurysmectomy. In con- 
trast to the previously high incidence of oliguria and 
azotemia, there has been no evidence of renal impair- 
ment in the group treated with arfonad and no deaths. 
The technique of ganglionic blockade which has been 
developed consists of maintaining the systolic pressure 
between 70 and 80 mm. Hg. during the period of 
aortic cross-clamping. Just prior to the application of 
the clamp, an intravenous drip of arfonad, 1 mgm./ 
c.c., is started and given at a sufficient rate to lower 
the blood pressure to the desired level and maintained 
until just prior to the removal of the clamp. 

—Robert A. Nabatoff, M.D. 


Deep Venous Thrombosis and Pulmonary Embolism; 
Experience with 391 Patients Treated with Hepa- 
rin and 126 Patients Treated by Venous Division, 
with a Review of the Literature. CutLTon CRANE. 
N, England 7. M., 1957, 257: 147. 


THREE HUNDRED AND NINETY-ONE PATIENTS with deep 
venous thrombosis and pulmonary embolism treated 
with heparin and 126 patients treated by venous di- 
vision are described. Failure of anticoagulant treat- 
ment occurred in 11.3 per cent, bleeding in 3.3 per 
cent, fatal hemorrhage in 0.5 per cent and fatal em- 
bolism in 1 per cent. The failure rate seems to be some- 
what higher during the first 72 hours of treatment and 
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what protection heparin is able to afford appears to be 
quite promptly established. The incidence of failure 
increased during the period when the drug was 
tapered off or withdrawn, clearly indicating that back- 
ground factors promoting venous thrombosis were still 
operative in these cases. 

Although it was not possible to draw conclusions in 
numerically expressible terms, the impression re- 
mained that the failures occurred in the aged, de- 
pleted patients who had more complications, more 
bed rest, more cancer. Congestive heart failure, sepsis, 
malnutrition, and chronic arthritis were constantly re- 
curring factors in these less favorable cases and it is 
believed that bed rest per se bears little cause and re- 
lation to venous thrombosis. The significant point 
about most of the unsuccessfully treated patients is that 
heparin was withdrawn before recovery was com- 
pleted. 

Healthy patients recovering normally after surgery 
rarely developed thromboembolism before the fourth 
or after the tenth postoperative day and the clotting 
tendency induced by surgery is sharply delimited in 
time and short-lived. Patients who have local factors 
in the legs, general factors existing preoperatively, and 
certain postoperative factors which cause them to be 
sick, bedridden patients, may show thrombotic mani- 
festations very promptly after surgery and these con- 
tinue to appear as long as illness and disability con- 
tinue. The first group of patients present good results 
after a single course of heparin therapy, but the second 
group of patients require long term protection, i.é., 
venous ligation and division. Femoral vein division is 
recommended quite freely in the patients with cardiac 
disease because of their continuing liability to throm- 
boembolism. Ligation of the vena cava is reserved for 
cases of pulmonary embolism in the presence of ileo- 
femoral thrombosis after unsuccessful heparin therapy 
and when heparin is contraindicated; pulmonary em- 
bolism after femoral vein division and the administra- 
tion of heparin; and pulmonary embolism from septic 
pelvic thrombophlebitis. Vena cava ligation was per- 
formed in 10 of the patients reported and none has 
had further embolism. The optimal level of vein liga- 
tion and the sources of fatal pulmonary emboli are 
discussed. Evidence is presented from the literature for 
the origin in the vein of the leg of most major pul- 
monary emboli, together with a review of the reported 
results of anticoagulant therapy. 

—Allan D. Callow, M.D. 


BLOOD; TRANSFUSION 


Studies on the Effect of Dextran on the Coagulation 
of Blood. Utr JAcosBagus. Acta med. scand., 1957, 157: 
Suppl. 322. 


‘THE AUTHOR points out that many of the discrepancies 
in the studies on the effect of dextran on coagulation 
of the blood are caused by variation in molecular size of 
the dextran. Dextran was found to produce certain 
inhibitory effects on coagulation, chief among these 
was delay or inhibition of prothrombin consumption. 
This inhibition increased with the increasing molec- 
ular weight of the dextran. A decrease in the pro- 
thrombin generation activity of platelets was demon- 
strated after incubation with dextran of high molec- 


— 
ad- 
| as 
ith 
ry. 
the : 
oid 
The 
3 in 
Ital 
one 
nal 
red 
day 
ced 
vith 
Par 
to 
f 
tive 
ver 
npt 
or. 
in- 
$0 
y in 
) 
chir, 
of 
ms, 
sto- 
be- 
not 
of a 
onic 
osis. 
was 
ssed 
of 
of a 


196 International Abstracts of Surgery - February 1958 


ular weight. This was negligible in the presence of 
dextran with a mean molecular weight of 83,000. The 
author adduced evidence for the theory that dextran 
inactivates the platelet factor after its liberation from 
the platelet. Dextran also was found to have acti- 
vating effects, among which was a definite fibrino- 
plastic activity. 

The tests for prothrombin consumption showed 
that dextran had an inhibitory effect on coagulation. 
However, it seeraed doubtful that this effect was suf- 
ficient to cause a bleeding tendency, especially as this 
was largely compensated by the fibrinoplastic action of 
dextran. Like Artz, Jacobaeus has found that bleeding 
from skin incisions was appreciable following infusion 
of dextran. Previous studies have demonstrated that 
smaller molecules of dextran rapidly disappear from 
the blood while the larger molecules persist for a longer 
period. Commercial dextran preparations contain 
varying proportions of small, medium, and large 
molecules. The author feels that an ideal dextran 
preparation would contain only medium sized mole- 
cules (weight, 60,000 to 80,000) with good water- 
binding capacity and low coagulation inhibition. 

—Alan Thal, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


A New Technique for Radical Nioinguinal Lymph 
Node Dissection. Daviw B. Gray and Hucu A 
Baey. Ann. Surg., 1957, 145: 873. 


PRESERVATION of the integrity of the inguinal ligament 
has long been a serious hindrance to adequate dissec- 
tion of the ilioinguinal area in the treatment of malig- 
nant disease. In the opinion of the authors, preserva- 
tion of the inguinal ligament is not only unnecessary, 
but undesirable to the extent that a satisfactory, non- 
contusive block dissection cannot then be accom- 
plished. 

The literature on the various techniques of ilio- 
inguinal node dissection is reviewed. In addition, a 


detailed anatomic description of the lymph nodes in 
the ilioinguinal area is presented. 

The technique described in this article utilizes the 
sound principles of inguinal lymph node dissection as 
already set forth by many others. It will be noted, 
however, that the dissection is carried to completion 
by severance of the inguinal ligament at its point of 
attachment to the anterior superior spine, and then by 
extension of the incision as high as necessary above 
the iliac crest by virtue of dividing the external oblique 
fascia, and the internal oblique and _transversalis 
muscles, making it possible to retract medially the 
entire lower abdominal wall and gain an unobstructed 
approach to the iliac nodes in continuity with the 
femoral and inguinal nodes. Of extreme importance is 
the fact that the method minimizes the trauma and 
the massage of tissues inherent in retraction and in 
operation through an inadequate opening. When the 
inguinal ligament is preserved, an unobstructed 
approach to the iliac nodes is impossible. 

At the completion of the procedure, the wound is 
closed by resuturing the transversalis and internal 
oblique muscles and the external oblique fascia as one 
layer to the iliac crest. No attempt is made to resuture 
the inguinal ligament to the anterior superior spine; 
instead, it is resutured to the medial border of the 
sartorius, also to the iliacus and pectineus muscles, 
using interrupted nonabsorbable sutures. It is tacked 
snugly, laterally and medially, around the femoral 
artery and vein and care is taken not to compromise 
the lumina of these vessels. 

Bilateral inguinal dissection can be carried out 
simultaneously without fear of serious postoperative 
lymphedema or herniation. 

This technique has been used successfully in a series 
of 6 cases without serious postoperative complications, 
such as persistent lymphorrhea, severe edema of the 
lower extremity, or weakness of the abdominal wall. 
The 6 cases are described in detail. 

— Arthur M. Simpson, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


The Management of Visible Hemangiomas. Harry 
M. BuLackFIELD, Francis A. Torrey, WILLIAM J. 
Morris, and BERTRAM V. A. Low-BEER. Am. 7. Surg., 
1957, 94: 313. 


THE AUTHORS believe that spontaneous involution 
of the common hemangiomas of infancy is an accepted 
fact. In some cases involution progresses slowly while 
ina small percentage regression does not occur. 

When surgery is forced by parental pressure and is 
attempted during the growing phase of the large, in- 
voluting type of hemangioma, the hemangioma is 
rarely excised completely and growth will continue 
in the residual vascular tissue until the latent period 
is reached. If the operation is delayed until involution 
has begun, then a more conservative excision can be 
performed because the residual vascular tissue will 
involute spontaneously. Plastic surgery may be neces- 
sary to remove the residual cosmetic disfigurements of 
the large hemangioma in the preschool period. The 
surgery performed a number of years after the in- 
volution of a large hemangioma is simpler and less 
dangerous than the surgery attempted in infancy. 

—W. Foster Montgomery, M.D. 


Exposed Delayed Primary Skin Grafts; a Clinical In- 
vestigation. JAMES CaLNAN and F., L. F. Innes. Brit. 
j. Plast. Surg., 1957, 10: 11. 


THE AUTHORS discuss methods of improving the appli- 
cation of split grafts in order to assure their “‘take.” 
The use of pressure over the grafts, cooling of the 
grafts, and delay of their application are discussed in 
particular. 

The authors present a method of skin grafting in 
which split thickness grafts are placed on a granula- 
ting base after a delay of several days from the date 
of denuding of the area to be grafted. No pressure 
dressing is placed on these grafts and the authors be- 
lieve their results are comparable to those obtained 
when pressure is applied. 

The following advantages of this method are cited: 

1. Delaying of the grafts permits cessation of oozing, 
drainage of any infectious processes, and a period of 
time in which granulation tissue may elaborate. 

2. Application without dressings allows the graft to 
remain at a temperature less than that attained when 
itis “blanketed”’ by a bandage. Therefore, this allows 
a lower metabolic rate of the graft itself and a lesser 
oxygen requirement during the period of poor circu- 
latory nutrition, at the time of “‘plasmatic circulation.” 

3. In certain areas of the body, in which it is diffi- 
cult to place dressings over grafts, delayed primary 
application with exposure of the split thickness graft 
is particularly satisfactory. 

4. The authors point out that the exposure method 
saves the time necessary to apply the dressing and to 
suture the graft, both of which are not utilized in this 
method. The graft can readily be observed for collec- 


tion of serum or blood beneath it and therefore to allow 
evaluation of these collections. 

Illustrations are utilized to emphasize important 
points. There were 25 patients in whom these grafts 
without dressings were applied. 

The authors conclude that: (1) pressure is not neces- 
sary for the take of a free skin graft; (2) cooling of 
grafts allows increased survival time; (3) exposure of 
grafts helps accomplish this cooling, is practicable, 
and offers advantages; and (4) delay of application 
of grafts does not seem to affect the final result. 

—Earl H. Klabunde, M.D. 


The Abuse of Intestinal Intubation. JouHn J. FARRELL 
and GerAtp B. Reams. Am. Surgeon, 1957, 23: 401. 


THE DIFFICULTIES and failures encountered in the use 
of intestinal intubation as an adjuvant in the treatment 
of intestinal obstruction are discussed. 

The two outstanding abuses of intestinal intubation 
are: (1) the failure to realize the inherent dangers 
which can be associated with intubation, and (2) the 
failure to realize the limitations of intubation and that 
its role is that of an adjuvant only in the therapy of 
intestinal obstruction. 

Failure to realize the inherent dangers of intubation 
has resulted in relegating the actual procedure to the 
least experienced nursing or medical personnel. In 
addition, it has led to the unwise selection of the type 
of intubation tube to be used and to one of increased 
intraluminal size. 

One of the common abuses in the use of such tubes 
is failure to adequately and properly check the tube 
before its insertion and use. A second difficulty is the 
failure to commit a competent trained person to the 
bedside of the patient until the tube has been satis- 
factorily passed and has accomplished its purpose. 

Often the real abuses appear after the tube has been 
successfully passed. Delay and misinterpretation of the 
role of the tube may then prevent the definitive sur- 
gery necessary in the treatment of the mechanical ob- 
struction. 

Prolonged use of such tubes may result in increased 
upper respiratory complications associated with ex- 
cessive nasopharyngeal secretions, otitis media, naso- 
pharyngeal abscesses, and stenosis of the larynx and 
esophagus. 

Frequently, it is better to use a deflatable bag than 
one filled with mercury. Intestinal intubation has 
little place in attempts to decompress obstruction of the 
large bowel. Occasionally, it is found that tubes will 
not pass and must be removed surgically. It should 
also be remembered that while free mercury in the in- 
testinal tract may not cause serious complications, it 
can cause abscess and fistula formation. Illustrative 
case reports are presented. 

It is emphasized that while nasogastric suction and 
intubation have aided greatly in the management of 
intestinal obstruction, the abuse and improper use of 
them may completely defeat their purpose. 

—Donald C. Geist, M.D. 
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Tissue Response to Orlon and Dacron Sutures; a 
Comparison with Nylon, Cotton, and Silk. Gartu 
B. Dettincer and WARNER F. Bowers. Surgery, 1957, 
422325. 


‘THE IDEAL SUTURE should possess the characteristics of 
ready availability and economy, tensile strength in 
both the dry and wet state, ease of sterilization, man- 
ageability, noncarcinogenesis, and nonreactivity. 

An experimental study of the tissue response to 
silk, cotton, nylon, orlon, and dacron was carried out 
on rats. The measurement of tissue reaction was de- 
termined on the basis of (1) polymorphonuclear 
leucocyte response, (2) width of the intracellular, and 
later fibroblastic, tissue reaction, and (3) cellular 
density. The onset of significant fibroblastic activity 
and the extent of edema were aiso observed. 

This comparative study revealed that the synthetic 
fibers—orlon, dacron, and monofilament nylon—were 
far less irritating to tissues than cotton or silk. Al- 
though there was little difference among the plastic 
fibers as to their stimulation of tissue response, dacron 
proved to be the least reactive. 

The authors conclude that dacron should represent 
a decided improvement over the present commonly 
employed suture materials, and a clinical evaluation of 
its usefulness would appear to be distinctly worthwhile. 

—Earl W. Cauldwell, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


A New Treatment for Resistant Pressure Sores. J. T. 
Haucu. Canad. M. Ass. 7., 1957, 77: 125. 


INASMUCH AS VITAMIN E in large doses given system- 
ically and as an ointment given locally has been al- 
leged to improve the healing of decubitus ulcers re- 
sistant to therapy, Hauch of St. Joseph’s Hospital in 
Toronto decided to test the effects of these vitamin 
preparations in patients with ulcers unchanged or 
spreading under standard hospital methods of treat- 
ment. 

Four cases are reported in some detail, with serial 
photographs of the pressure sores before and after 
treatment with vitamin E. The oral dose of vitamin E 
employed was 400 mgm. q.i.d. The superiority of 
combined topical and oral administration of vitamin 
E over simple oral therapy became apparent early in 
the trials, and applications of the ointment, repeated 
at 8-hour intervals, were made routinely thereafter 
to all ulcerated areas, usually after the necrotic tissues 
had been cut away. In each of the 4 cases, granula- 
tions filled in the ulcer bed and normal skin grew in 
from the edges, the period of treatment extending 
over 6 weeks to several months. 

The author believes that the use of vitamin E lo- 
cally and systemically deserves more trial by others 
confronted with the problem of the resistant ulcer 
that refuses to heal. —Edwin 7. Pulaski, M.D. 


Burns in Childhood; Analysis of the Causes and 
Mortality in 578 Burns Admitted to a General 
Hospital in 3 Years, A. E. Kank and Davin S. Cuap- 
MAN. Med. Proc., 1957, 3: 317. 


ANAYLYSIS OF THE CAUSES and mortality in 578 burn 
cases revealed that the majority were due to unwitting 


carelessness on the part of the adult family who cared 
for the child and their ignorance of the dangers of 
modern appliances. 

The causes of injury were listed as scalds from 
water, tea, coffee, soup, curry, and porridge; burns 
from falling on fire, ignited clothing, or from handling 
inflammable substances such as oil, primus, benzine, 
petrol, and paraffin; and miscellaneous causes such as 
chemicals, lightning, and assault. 

The frequency of burns in various age groups indj- 
cates that the period from the first to the fifth is the 
peak period for the occurrence of these injuries, 
whereas distribution of the burns showed that nearly 
half of them involved the lower limbs, the buttocks, 
and the perineum. There was a progressive increase 
in the number of burns involving the lower limbs and 
buttocks as the child grew older (35 to 60 per cent), 
with a corresponding decrease in burns of the trunk 
and upper limb. 

In the 578 children in this series the over-all death 
rate for those with 20 per cent area burns (little more 
than 1 lower limb in extent) was more than 50 per 
cent in both African and Indian groups. Burns of 
more than 30 per cent of the surface area left no sur- 
vivors. There was a significantly higher mortality in 
the 0 to 1 year African group in which a 50 per cent 
mortality occurred in burns of more than 10 per cent 
of the body area and a 100 per cent death rate oc- 
curred in children with a 15 to 20 per cent burn area. 

Factors listed as contributing to the mortality were 
bronchopneumonia, toxemia, sepsis, and shock, all 
recorded as clinical and autopsy diagnoses. Unques- 
tionably, the heavy mortality should be viewed in the 
light of the general condition of the children before 
they were burned. Malnutrition and protein de- 
ficiency must have played a part, although this was 
seldom clinically obvious in the last 40 children ad- 
mitted of whom special note was taken. Nevertheless, 
the general health and nutrition of most slum children 
is poor, and the part played by chronic malnutrition 
in modifying the body’s response to trauma is as yet 
incompletely assessed. A major contributory factor to 
the high mortality, however, was the delay in atten- 
tion to surgical shock. Furthermore, the rate of infec- 
tion of these injuries was high. 

The ill-nourished child with reserves already de- 
pleted had, in addition, to cope with all varieties of 
infection from staphylococci, streptococci, the bacil- 
lus proteus, bacillus pyocyaneus, and the coliform or- 
ganisms. The profuse exudate leads to a high loss of 
protein, which further debilitates the patient and 
helps account for toxemia, septicemia, and broncho- 
pneumonia, which were noted as causes of death. 

The average length of stay in the hospital of all 
African children was 18 days, and of Indian children 
26 days, the difference probably being represented by 
the greater proportion of burns under 10 per cent in 
the former group. The major burns necessitated a 
stay of 37 days in African children and 49 days in In- 
dian children, for those who survived the injury. 
These children of both races who died averaged 5 to7 
days in the hospital. 

The average general hospital that admits 30 to 50 
burns a year should have specially equipped ward 
side-rooms and dressing rooms for burn treatment, 
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but in hospitals admitting more than 100 burn cases 

rly it has become increasingly obvious that there 
should be a special burn unit. A burn unit is no more 
than a central ward unit isolated from the established 
sepsis and continuous cross infection of general sur- 
gical wards, together with a peripheral part in the 
Admitting Department where every burn case is taken 
immediately on arrival. Those not requiring admis- 
sion are assessed and treated in an aseptic environ- 
ment. No attendant, doctor, nurse, or porter ap- 
proaches the case without being masked, and any 
person involved in the dressing should be gowned and 
use the same no-touch technique as in an operating 
room. With a trained staff in this casualty section 
there would be, after assessment of the major burns, 
rapid transit to isolation in a cubicle or burn ward 
where prompt antishock treatment would be carried 
out. A burn by its very nature is sterile at its inception 
and can be kept so for many hours by the avoidance 
of frequent inspections alone. 

A significant reduction in the number of these ac- 
cidents can be achieved if the family practitioner and 
child welfare organizations constantly point out the 
dangers to which children are exposed. These dan- 
gers may be listed as pan handles which project from 
astove, open fire grates, unguarded electric elements, 
highly inflammable clothing, the addition of boiling 
water to a lukewarm bath, small rooms poorly lit by 
kerosene lamps, and similar things. 

—Stephen A. Zieman, M.D. 


Surgical Application of an Acrylic Resin Plastic as 
Wound ressing, Skin Protectant, and Operative 
Field Preparation. JamMEs V. Matoney, Jr. and 
Donatp G. Mutp_er. Am. Surgeon, 1957, 23: 388. 


THE UsE of plastic materials as wound dressings has 
been well documented. The physical properties of 
certain of these limit their usefulness in the very situa- 
tions in which they would be of greatest advantage. 
Thus, vinyl resins become stiff on drying, which results 
in premature separation from the skin. However, the 
material under study, acrylic resin, forms a tough film 
which is remarkably elastic and flexible. 

The plastic was used as the only dressing in ap- 
proximately 500 surgical wounds (excluding draining 
wounds in which an absorbent dressing was required). 
Sutures were removed, after the usual interval, by 
first dissolving the plastic film with acetone. Satisfac- 
tory healing occurred without any instance of allergic 
sensitivity. A number of minor wound infections were 
considered unrelated to the use of the plastic dressing. 

There were several distinct areas in which the plastic 
dressing was found to be uniquely superior. These in- 
clude: (1) clean incisions located close to potential 
sources of contamination as in colostomy or pediatric 
surgery; (2) after thoracotomy, when this type of 
dressing allows free physical examination of the chest 
in contrast to standard gauze and tape dressings; and 
(3) in radical mastectomy, when a very satisfactory 
dressing can be fashioned by combining negative 
pressure drainage of the skin flaps with the plastic 

ing. 
_ In the presence of gross contamination of the opera- 
tive field owing to a draining wound or a colostomy, 
this plastic material was used to procure a sterile opera- 
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tive field since the usual skin preparation is not reli- 
able. Bacteriologic studies done on a number of such 
cases demonstrated that although the plastic film did 
not sterilize the underlying skin, it did accomplish 
mechanical fixation of the bacteria to the underlying 
skin and prevented their introduction into the freshly 
incised wound. On the basis of these studies this plastic 
preparation of the operative field is now routinely 
employed in grossly contaminated cases. 

The use of the naked intracardiac finger affords 
better tactile sense but also introduces the fear of bac- 
terial endocarditis. The use of a flexible plastic film 
on the finger allows an unaltered tactile sense plus the 
maintenance of sterility. 

This acrylic plastic is also satisfactory for the pro- 
tection of the abdominal skin surrounding the sites of 
high intestinal and pancreatic fistulas. The older vinyl 
plastics proved unsatisfactory because of their stiffness 
and tendency to separate from the skin. The skin sur- 
rounding the fistula must be absolutely dry at the time 
of application of the acrylic film. It is therefore de- 
sirable to begin use of the plastic prior to the develop- 
ment of dermatitis. Even in the presence of excoria- 
tion, however, it can be applied satisfactorily if the skin 
surface is first dried with ether. 

Minor disadvantages include the accumulation of 
small droplets of blood beneath the dressing if hemo- 
stasis is not complete. Suture removal is also some- 
what more inconvenient. However the acrylic dressing 
has been incomparably superior to conventional dress- 
ings in the specific instances mentioned above. 

— Arthur M. Simpson, M.D. 


Sepsis in Surgical Wounds with Particular Reference 
to Staphylococcus Aureus, SuzANNE K. R. CLarKE. 
Brit. J. Surg., 1957, 44: 592. 


WowunD INFECTION was studied in 2 general surgical 
wards over a period of 10 months; 13.6 per cent of the 
clean, dry wounds broke down, 6.5 per cent of them 
seriously. The most common cause of severe break- 
down was the bursting of deep abdominal abscesses 
which yielded coliform bacilli. The second most com- 
mon cause was sepsis due to Staphylococcus aureus. 
These infections were almost always acquired in the 
operating theater and half of them were penicillin- 
sensitive. 

Minor inflammation in healing dry wounds was 
more common 6 to 8 days after operation than at 
other times; more common in wounds closed with 
stitches only than in those closed with clips, and in 
wounds heavily infected with Staphylococcus albus 
than in those lightly infected or not infected. 

Strains of penicillin-resistant Staphylococcus aureus 
caused lesions as severe as those caused by the peni- 
cillin-sensitive strains. 

A rough estimate was made of the amount of bed- 
wastage caused by Staphylococcus infections. 

—John 7. Maloney, M.D. 


Prevention of Norepinephrine (Levophed) Sloughs. 


Mixton F. Bryant, Jacques Y. BERBEN, and JOHN 
M. Howaro. 7. M. Ass. Georgia, 1957, 46: 336. 


THE AUTHORS, at Grady Memorial Hospital in At- 
lanta, stimulated by the occurrence of tissue sloughs 
in 6 patients in a 12 month period following the in- 


rs of | 
from 
zine, 
indi- 
3 the 
ries, 
sarly 
leath 
more 
) per 
: 
sur- aa 
: 
rition 
or to 7 
bacil- 
and a 
ent in 
ted a 
in In- 
ajury. : 
to 50 
ment, 


200 International Abstracts of Surgery « February 1958 


travenous administration of solutions containing nore- 
pinephrine, performed studies on dogs to clarify the 
pathogenesis of these sloughs and to determine how 
they might be prevented. 

They found that when intravenous infusions con- 
taining norepinephrine were made into the small or 
large veins of dogs they were well tolerated, and that 
as long as extravascular infiltration did not occur soft 
tissue sloughing was prevented. Next, the effects of 
slow and of rapid subcutaneous drip of these solutions 
were tested. Soft tissue changes could be produced 
regularly by slow drip infusion. The overlying skin 
became mottled, pale, and cold. These local signs of 
ischemia could be reversed, and necrosis of soft tissue 
was safely prevented by the dilution of 10 mgm. of 
regitine in 20 c.c. of saline solution and the injection 
of this mixture into the area of extravasation. The in- 
jection of regitine into a “levophed extravasation” did 
not affect the blood pressure or the pulse rate. 

—Edwin 7. Pulaski, M.D. 


The Erythromycin Group of Antibiotics. LawRENCE 
P. Garrop. Brit. M. 7., 1957, 2: 57. 


Garrop, of St. Batholomew’s Hospital in London, 
refers to the newer antibiotics, oleandomycin and 
spiramycin, as belonging to the erythromycin group, 
because: (1) they have a similar spectrum of activity 
and (2) they exhibit some degree of cross resistance 
with erythromycin. His studies deal with their po- 
tential therapeutic merits in relation to those of ery- 
thromycin, and the possible effect of their use on 
bacterial sensitivity to it. 

In vitro, spiramycin is decidedly inferior to ery- 
thromycin. Oleandomycin also exhibits somewhat less 
antibacterial activity than erythromycin. On the basis 
of his own studies as well as those reported by others 
in the literature, Garrod concludes that neither spira- 
mycin nor oleandomycin has been shown to be thera- 
peutically superior to erythromycin; on the basis of 
in vitro activity they are both inferior to it, and the 
probability is that this inferiority has at least some 
counterpart in their action in the body. 


Garrod next examined the claim that a 2 to 1 mix. 
ture of tetracycline and oleandomycin (sigmamycin) 
has a synergic action on staphylococci. Repetition of 
the tests did not confirm the claims made. 

Studies of cross resistance among antibiotics of the 
erythromycin group showed that erythromycin-re. 
sistant strains isolated from patients may or may not 
be resistant to oleandomycin and spiramycin. It seems 
probable, according to Garrod, that cross resistance 
may follow the use of any of the three. “Granting that 
they can be placed in an order of merit (1. erythromy. 
cin, 2. oleandomycin, 3. spiramycin) we thus have the 
unusual and unsatisfactory position that the use of an 
inferior drug can deprive a better one of its useful. 
ness.” —Edwin F. Pulaski, M.D. 


ANESTHESIA 


The Utilization of Fog as a Therapeutic Agent, 
M. Tove. and Davin M. LitTLe, JR. Anes. 
thesiology, 1957, 18: 470. 

HumnoptiricaTion has long been recognized as a bene- 

ficial factor in certain types of infections of the respira- 

tory tract, particularly in children. Institution of a 

natural fog generator in a full-size patient room has 

permitted the use of a volume of humidity in the 
therapy of certain pathologic respiratory conditions. 

This has definite choice over other types of therapeutic 

humidity. The fog generator provides a supersaturated 

atmosphere with comfortable, controlled temperature, 

The many advantages of fog-controlled humidifica- 
tion are enumerated and the manner in which a fog 
generator operates is described. Ninety-five patients 
have been treated for varying periods of time ranging 
from less than a day to almost a month. The results 
have been promising in terms of beneficial effects upon 
inflammatory processes. The conditions treated were 
acute laryngotracheal bronchitis, poliomyelitis, pneu- 
monitis, and edema of the larynx. The “‘fog-room” 
also helped combat hyperthemia in 5 neurologic pa- 
tients suffering from midbrain damage due to head 

injury. — Mary Karp, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


A Rare Instance of Fracture of the Anterior Tubercle 
of the Atlas (Sopra un raro caso di frattura del tuber- 
colo anteriore dell’atlante). RosperTto Bont. Radiol. 
med., Milano, 1957, 43: 455. 


THE PATIENT was a 40 year old woman who was rid- 
ing on top of a motor van when it collided with an 
automobile. She was thrown free of the vehicle and 
struck her head on the street. At the hospital the pa- 
tient was found to be unconscious but otherwise no 
serious physical signs were evident. Twenty-four hours 
later the patient recovered consciousness and then 
manifested rigidity of the neck and complained of 
pain upon even the slightest active or passive move- 
ment of the head. There were some excoriations over 
the body and the right knee was swollen. 

A few days later the patient was much improved 
but complained of persistent pains in the neck with 
radiation to the occiput and to both shoulders. 

A lateral x-ray film of the neck showed a trans- 
verse fracture of the anterior tubercle of the atlas. 
Stratigraphy did not show the injury as well as the 
lateral roentgenogram. The dens epistrophei was 
clearly visible and seemed to be intact. 

An immobilizing cast was applied to the head and 
neck and maintained for 40 days. The cast was then 
removed and it was discovered that all movements of 
the head and neck were considerably limited. Another 
roentgenogram disclosed persistent gaping at the 
fracture line, but there was a cloudy opacification at 
the margins of the break, produced by initial callus 
formation. 

Re-examination 4 months later demonstrated some 
neck rigidity, but roentgenologically there was evident 
still more pronounced opacity of the callus. The 
rapidity of the healing process, the author believes, 
speaks for an abundance of blood supply to this region; 
presumably from two muscles—the rectus capitis 
anterior, coming down from above, and the longus 
colli, coming up from below. The author thinks that 
these two muscles may also account for the peculiar 
transverse course of the fracture line, and that the 
fracture was due to hyperextension of the neck asso- 
ciated with a violent pull of the muscles at the mo- 
ment of impact. 

As far as the author has been able to ascertain, this 
is the first fracture of this peculiar nature which has 
been reported. — John W. Brennan, M.D. 


Limitations of Laminagraphic Interpretation in Pul- 
monary Tuberculosis. Davin E. Tuomas. 7. Thorac. 
Surg., 1957, 34: 53. 


Tae aurHoR indicates that there is never any disa- 
greement concerning the necessity for surgery in open 
Positive cases of pulmonary tuberculosis, but the de- 
cision for surgery in open negative cases is often made 
after a great deal of discussion and many open nega- 
tive cases are occasionally not given the benefit of sur- 
gery. He says that there is frequently failure on the 


part of the radiologist, internist, and surgeon to cor- 
relate the pathologic findings at surgery. 

Five patients who were subjected to complete roent- 
genologic examination (including laminograms) are 
the basis for this short report. They were subjected to 
excisional surgery on the basis of the laminograms, 
and the author concludes that the percentage of cor- 
rect diagnoses was only slightly better than that which 
could have been obtained. by chance. 

The author indicates the difficulties in distinguish- 
ing between open negative and closed negative cases, 
and discusses the causes for these difficulties. He con- 
cludes by stating that every patient who has had a 
cavity must still be considered as having one and sub- 
jected to excisional surgery unless every reasonable 
doubt that the cavity is closed has been overcome. 

— Moris Horwitz, M.D. 


Carbon Dioxide Gas as Contrast Material for the 
Roentgenologic Depiction of the Heart and Blood 
Vessels (Kohlendioxyd als Kontrastmittel fuer die 
Roentgendarstellung des Herzens und der Gefaesse). 
F. GrossE-BrocxHorr, D. Kocu, F. Loocen, G. 
Rotrnorr, H. Vieten, and K. H. Wittmann. Fortsch. 
Rontgenstrahl., 1957, 86: 285. 


TWENTy-Two dogs and 2 human subjects were studied 
roentgenologically by means of intravenous or intra- 
cardiac injections of CO, gas. The animals were given 
dosages in accordance with their body-weight, as a 
rule not greater than 7 c.c. per kg. The rate of the 
injections, whether intravenous or intracardial, was 
on the average 70 c.c. per second. 

As a rule the larger injections (175 c.c.) produced 
an apneic phase, followed by slowed and deepened 
respirations, the whole series of manifestations not 
lasting longer than 20 seconds. The injection could be 
repeated after a 15 minute interval without any in- 
crease in the severity of the manifestations and with- 
out any new symptoms appearing. During these tests 
the electrocardiogram did not show any marked 
change, the cardiac rhythm was not affected, and the 
shape of the shadows of the auricles and ventricles 
remained uninfluenced. 

The first human subject was a 16 year old youth 
with a suspected diagnosis of valvular pulmonary 
stenosis. The stenosis could not be penetrated by the 
cardiac catheter, however the pressure in the right 
ventricle (200 mm. Hg.) and the prominence of the 
pulmonary shadow spoke for the presence of an iso- 
lated stenosis of the pulmonary valve. The patient 
was hypersensitive to iodine preparations and CO, 
intracardiac injection was used. 

The first injection of 50 c.c. of CO, into the right 
ventricle of this patient did not produce any notice- 
able reaction. The following injection of 150 c.c. 
was also without reaction and produced a trans- 
lucency of the pulmonary artery and the shadow of 
the pulmonary valve which permitted the passage of 
the gas through a narrowed aperture. At operation 
under artificial hibernation the roentgenographic 
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findings were verified; the pulmonary artery was 
opened under direct vision and the pulmonary valve 
was divulsed. 

The second human subject tested was an instance 
of Fallot’s trilogy with auricular septal defect and 
partial transposition of the pulmonary veins. Here the 
intracardiac injection of the contrast material (200 c.c. 
CO,) demonstrated a high infundibular pulmonary 
stenosis with poststenotic dilatation of the trunk of the 
pulmonary artery. In this case the gas did not enter 
the left side of the heart in demonstrable amounts, 
since the catheter had entered the right ventricle and 
the injection was made distal to the interauricular 
septal defect. 

The authors, although they concede that it is a 
moot question whether or not CO, gas will tend to 
replace the shadow-casting iodine preparations in the 
majority of cardiac lesions, believe that it is of in- 
estimable advantage in the patients with iodine sen- 
sitivity in whom the roentgenologist has previously 
been hesitant to use the intracardial injection method 
of roentgenographic diagnosis of heart lesions. 

—John W. Brennan, M.D. 


The Bases for the Use of Carbon Dioxide Gas in 
Pneumoroentgenography of the Right Side of the 
Heart (Die Grundlagen der Pneumoradiographie des 
rechten Herzens mit W. HGrrken, R. 
Juncuans, and W. Zy tka. Fortsch. Réntgenstrahl., 1957, 
86: 292. 


IN THE sTuDy of the compatibility, limits of tolerance, 
and possible complications of the application of car- 
bon dioxide gas in the roentgenographic demonstra- 
tion of the heart and the large vessels the authors con- 
ducted tests on white rats, rabbits, and dogs. 

The limits of tolerance were investigated on the 
basis of the amount of the gas injected in relation to 
the body weight of the animal; however, this method 
of computation exhibits marked variations and is ap- 
parently not as reliable as the computations on the 
basis of the minute volume of the circulation. 

On the basis of such computation the authors find 
that a dog weighing 10 kilograms (minute volume 
2,000) will exhibit a light reaction with the injection 
of 50 c.c. of GO, gas, moderate reaction with 100 
c.c., a severe reaction with 150 c.c., and a lethal re- 
action with 200 c.c. 

On the basis of analogy, therefore, they estimate 
that the human subject weighing 65 kilograms will 
show a light reaction with an injection of 100 c.c. 
(an 80 kg. subject with 150 c.c.), a moderate reaction 
with 200 c.c. Tnapmininale 300 c.c.), a severe reaction 
with 300 c.c. (450 c.c.), and a lethal reaction with 400 
c.c. (600 c.c.). In other words they believe that the 
human subject of 65 kg. (minute volume 4,000), and 
the human subject of 80 kg. (minute volume 6,000) 
should tolerate up to a thirteenth of their respective 
minute volume quantities in injected CO, gas before 
reaching the lethal dosage. If, however, the patient 
during the injection should evidence complications on 
the part of the circulation or of the central nervous 
system, he should be immediately placed on his left 
side or, on occasion, a puncture of the right heart 
through the fourth intercostal space, just to the left of 
the sternum, should be carried out. 


In conclusion the authors emphasize their convic. 
tions that the necessary amount of CO, gas for roent. 
genologically depicting the heart and the large vegse} 
can be injected with impunity, since the diagnostic 
dosage is only about a fourth of the lethal dosage. Th 
diagnostic value of the method lies in the excellen; 


depiction of the vena cava, the right heart, and th} 


pulmonary arterial trunk. The position and caliber g 
the vena cava can be determined so that displacement 
and narrowing, by means of the stasis of blood pro. 
duced by tumors, can be demonstrated. In addition 
the position and size of the right auricle and the right 
ventricle can be estimated and the mitral and py. 
monary valves can be depicted. The thickness of the 
cardiac mural shadows permits deduction with refer. 
ence to the strength of the cardiac musculature. 
Further studies will bring to light the indication 
and the diagnostic possibilities of the method. 
—John W. Brennan, M.D. 


Intravenous Carbon Dioxide for Intracardiac Ga 
Contrast in the Roentgen Diagnosis of Pericardial 
Effusion and Thickening. Rosert E. PAu, Tooms 
M. Durant, Morton J. OPPENHEIMER, and HeErsert 
M. SraurFer. Am. 7. Roentg., 1957, 78: 224. 


THE DIFFICULTIES in establishing a roentgen diagnosis 
of pericardial effusion are generally recognized. The 
authors previously demonstrated the safety of intra. 
venous carbon dioxide gas for intracardiac contrast 
experimentally, injecting it rapidly in anesthetized 
dogs in doses of 7.5 cubic centimeters per kilogram of 
body weight. In adult patients there has been no dis 
comfort or reaction to the rapid injection of 50 to 100 
c.c. of the gas. 

The technique of injection consists of using an in- 
travenous drip into the antecubital vein of the de- 
pendent arm. A syringe with a 3-way stopcock at- 
tached is flushed with saline and checked to eliminate 
air leak. ‘A short sterile tube is attached to the tank of 
100 per cent carbon dioxide. The tube is flushed with 
carbon dioxide and the syringe is promptly attached, 
filled with gas, and emptied through the side arm 
of the stopcock. The syringe is refilled with carbon 
dioxide and the injection is immediately made into 
the intravenous tubing. 

Horizontal beam radiographs are then taken of the 
patient in left decubitus to visualize the right heart 
margin. The buoyancy of the gas bubble maintains 
it in contact with the lateral atrial wall until the gasis 
dissipated. The greater specific gravity of the heart 
and its blood content relative to any pericardial effu- 
sion ensures that fluid present, if free, will appear 
lateral to and above the visualized right atrial wall. 

—Frank L. Hussey, M.D. 


An Aspects of Constrictive Pericar- 
itis. MELVIN M. FicLey and MAtco. A. BacsHAW. 
Radiology, 1957, 69: 46. 


THE AUTHORS have very ingeniously arrived at 2 
method of outlining the angiocardiographic aspects 
of constrictive pericarditis by measuring the thickness 
of the extraluminal soft tissues along the right atrial 
border during the process of angiocardiographic filling 
of the right heart. They indicate that the diagnosis of 
constrictive pericarditis cannot be made entirely by 
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the sign described, but that it aids in the diagnosis. 
This is especially true when it is correlated with ac- 
cessory signs, particularly the fixation and deformity 
of the right atrial border and dilatation of the vena 


cava, as well as slowed circulation in the presence of 


anormal sized right ventricle. 
The authors also describe the differential diagnosis 
of constrictive pericarditis, pericardial effusion, and 
icardial fat pad hypertrophy, employing the 
method described. Multiple, excellent illustrations 
satisfactorily outline the procedure, which should be 
read and digested by all interested in the subject. 
—Moris Horwitz, M.D. 


The Roentgenologic Diagnosis of Esophageal Varices. 
Swney W. NEtson. Am. 7. Roentg., 1957, 77: 599. 


In THE PAST, radiologists have been able to demon- 
strate esophageal varices in only 30 to 50 percent of 
the patients who are known to have them. Improved 
surgical techniques for the alleviation of bleeding from 
esophageal and gastric varices demand improvement 
of roentgenologic methods. 

In order to slow the passage of barium through the 
esophagus, the patient should be examined in the re- 
cumbent and Trendelenburg positions and thick bar- 
jum suspensions are preferable for the same reason. 
The addition of carboxymethylcellulose in 0.25 to 
0.75 per cent mixture to ordinary barium will improve 
the adherence to the esophageal and gastric mucosa. 
Atrophine sulfate in doses varying from 0.5 to 1.0 
mgm. subcutaneously 30 minutes before the examina- 
tion will also increase the adherence of barium to the 
mucosa. 

Fluoroscopically controlled spot roentgenograms 
made in varying positions are necessary because small 
varices often show in only one projection. The ex- 
posures should be made when the esophagus is in a 
relaxed state as esophageal peristalsis can obliterate 
the varices. The Valsava maneuver is of great value 
because during the sustained maneuver, there is no 
further initiation of peristalsis and the esophagus will 
eventually relax. In addition venous pressure increases 
during the Valsalva maneuver and this may contrib- 
ute to improved demonstration of varices. The Val- 
salva maneuver may prevent visualization of varices 
in the distal esophagus because the pinchcock effect 
of the diaphragm is felt to prevent filling of the varices 
from the abdomen. By discontinuing the maneuver 
for 3 or 4 seconds, the varices may fill and be properly 
roentgenographed. 

The Miiller maneuver may show varices when all 
other methods have failed. 

_ The radiologist should avoid using too much bar- 
lum as this may obscure even large varices. 

The paper is illustrated by excellent roentgeno- 
grams. — Roderick L. Tondreau, M.D. 


High Kilovoltage Method of Investigation of the 
lon as a Routine Roentgenological Procedure. 
Frep K, WieTersEN. Am. 7. 1957, 77: 690. 
Tur REPorT is based on 1000 conseeutive barium en- 
ma examinations of the colon employing the high 
kilovoltage technique (120 kv.). 
For the detection of polypoid lesions of the colon, 
um air contrast studies have many advantages 


PHYSICOCHEMICAL METHODS IN SURGERY 203 


but they have numerous disadvantages in the routine 
study of the large intestine. The high kilovoltage study 
allows the use of barium suspensions that can be ade- 
quately visualized at fluoroscopy. The roentgeno- 
grams obtained adequately demonstrate such disease 
of the colon other than polyps. Furthermore, space 
filling defects in areas that cannot be palpated and 
compressed are often well shown by this technique 
which allows penetration of the standard barium 
suspension. 

A satisfactory examination is dependent on thor- 
ough cleansing of the bowel and this requires the 
cooperation and understanding of the referring phy- 
sician and patient. The following preparation is advo- 
cated except in cases in which there are signs of ap- 
pendicitis, ulcerative colitis, enteritis, irritable bowel, 
serious cardiac disease, severe lower intestinal bleed- 
ing, and obstruction: (1) two ounces of castor oil be- 
tween 6 and 7 o’clock P.M.; (2) omit supper and also 
breakfast on following morning; (3) three warm soap- 
suds enemas, not exceeding 1.5 pints at 15 minute in- 
tervals, beginning about 6 o’clock a.m.; and (4) 
examination of colon should be done in the morning. 

During the period of fasting, patients may have 
clear fluid leaving no colonic residue, such as water, 
tea without cream, or coffee without cream and sugar. 

Review of the 1000 examinations revealed diver- 
ticulosis in 18.1 per cent of the individuals, carcinoma 
in 2.8 per cent, and polypoid lesions in 3.1 per cent. 
Of the 31 patients with polypoid lesions, 6 had non- 
adenomatous polyps, 1 a secondary transplant from 
carcinoma of the ovary, 3 endometriosis, 2 foreign 
body reactions at old operative sites, and 1 inflam- 
matory granuloma at the cecal tip; the remaining 25 
had mucosal polyps. —Roderick L. Tondreau, M.D. 


Contrast Demonstration of the Hepatic Veins on the 
Roentgen Image (Die Kontrastdarstellung der Leber- 
venen im Roentgenbild). H. R. Ney. Fortsch. Roent- 
genstrahl., 1957, 86: 302. 


In 16 PERSONS, who underwent cardiac catheterization 
for various purposes, a large branch of the hepatic 
venous system was entered and a retrograde depiction 
of the circulatory apparatus was obtained by means of 
the rapid injection, under pressure, of approximately 
5 c.c. of 70 per cent ioduron. A second injection, when 
the large branch of the liver is found, of 15 to 18 c.c. of 
70 per cent ioduron enables the roentgenographing of 
the efferent (venous) circulation of the entire lobe of 
the liver. The roentgen-photographing must be ac- 
complished while the patient is in complete apnea. 
The finest branchings of the injected venous trunk 
can thus be demonstrated, but it must be skillfully 
done, since the contrast filling of the fine branches lasts 
for only a fraction of a second. 

With persistence the sinusoids can also be filled, 
producing a structureless image, and some independ- 
ent branches (either afferent branches of the portal 
system, or venous anastomoses) can be visualized for 
some distance from the point of entry by the contrast 
material. Neither these sinusoids nor the independent 
vessels can be filled in cases of cirrhosis of the liver. 
Nevertheless it cannot be stated at present that these 
findings make a diagnosis of the presence of cirrhotic 
hepatic changes possible. 
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What seems to be a further anomalous response in 
cases of cirrhosis is the extremely rapid re-emptying 
of the hepatic vein and its branches, a rapidity which 
is not approached in the normal subject. For this 
phenomenon the author accepts the explanation of 
Madden, et al. (Surg. Gyn. Obst., 1954, 99: 385) who 
ascribed the finding to the fact that the bed of the ve- 
nous stream in cases of cirrhosis of the liver is much re- 
duced in size. Thus, although the blood passing 
through the liver in cirrhotic cases is reduced in 
amount, it is necessary for even this lesser amount to 
pass rapidly through the reduced venous stream-bed. 
In failure of the right side of the heart, with a normal 
liver, the blood stream seems to be even slower in its 
rate of flow than in normal subjects. 

—John W. Brennan, M.D. 


raphic Diagnosis of Spinal Tumors, 
ARTHUR 8 'UCKER, BIsAMAI ARAMSRI, and C. ROBERT 
Hucues. Am. 7. Roentg., 1957, 78: 54. 


THIs ARTICLE is a supplemental report on the tumors 
of the spinal cord seen in the Cleveland Clinic, Ohio, 
from 1949 to 1955. A previous article included the 
cases of tumors seen prior to 1949. A total of 167 cases 
are presented, of which one-third showed abnormali- 
ties on the plain roentgenograms. These changes 
varied from erosion of the bone to calcification in the 
tumor. In patients with normal, plain roentgenograms 
and suggestive symptoms, myelography was helpful 
in a high percentage of the cases. 

A critical discussion is given of the errors in technique 
and interpretation. The article contains many ex- 
cellent roentgenograms which illustrate these points. 

—Frank R. Hendrickson, M.D. 


X-Ray Visualization of the Intervertebral Disc. 
Rosert E. Wise, W. JAMES GARDNER, and Rosert B. 
Hoster. N. England 7. M., 1957, 257: 6. 


THE AUTHORS present their third series of cases since 
1951 in which discography was used to visualize the 
intervertebral disc. The report includes 165 patients 
in whom 339 discs were injected. Of this group 68 
patients were submitted to surgery with exploration of 
107 discs. 

Diodrast (35 per cent) was the material used in the 
injection procedure and the method of injection is 
briefly described. 

The diagnostic criteria are discussed and the diag- 
nostic accuracy of the procedure is evaluated. Radio- 
logical and surgical agreement was obtained in 98 


discs, or 91.6 per cent of the series. In the 9 cases ip 
which agreement was not obtained, false-positiy 
diagnoses (5) and false-negative diagnoses (4) wer 
made. Of the 68 patients submitted to surgery, 5 
were found to have significant protrusions. In 13 pa 
tients no evidence of protrusion or a protrusion that 
was not considered to be of sufficient degree to be 
symptomatic was obtained. Of these 13 patients only 
3 had had explorations because of a false- ~Positive 
diagnosis made from a discogram. In the remaini 
10 patients surgery was performed solely on the basis 
of the symptoms and physical findings. 

The authors stress the fact that a positive discogram 
with sciatic radiation of pain during the diodrast in. 
jection is highly diagnostic. 

The 9 cases that represented errors in diagnosis 
were reviewed and in the 4 with false-negative disco. 
grams it was found that all were of the degenerative 
type, and in 3 of them the injection reproduced the 
sciatic pain. Of the 5 cases in which a false-positive 
diagnosis had been made it was found that all but on 
were also of the degenerative type. The one exception 
was that of a patient in whom practically all of the 
injected contrast substance was located in the epidural 
space. This was erroneously considered as evidence of 
a large tear in the annulus and posterior spinal liga- 
ment, but upon review it was discovered that the dye 
had passed back along the needle tract. 

The authors indicate that the inherent deficiencies 
in the procedure will probably not be overcome even 
with increased experience with it. 

The procedure has certain advantages when com- 
pared with routine myelography. Diodrast is non- 
toxic and rapidly absorbed, therefore it obviates the 
necessity of removal which is considered necessary 
with pantopaque. In addition, the occurrence of ra- 
diculitis and arachnoiditis, which is occasionally seen 
during and following a myelographic procedure, is 
avoided. With discography the disc itself is visualized 
rather than the indirect evidence found during a 
myelographic procedure. 

The disadvantages of discography are that it re- 
quires considerable time, especially in inexperienced 
hands, and that frequently it is possible to infect the 
disc during the procedure unless strict asepsis is main- 
tained. The authors also indicate that a severe exacer- 
bation of the sciatic pain may be produced following 
the procedure. They state also, however, that this 
usually means that the responsible disc has been in- 
jected. — Moris Horwitz, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


Blood and Plasma Transfusion as a Protein Replace- 
ment (Die Blut- und Plasmatransfusion als Eiweisser- 
satz). H. BERGMANN. Wien. med. Wschr., 1957, 107: 514. 


HyPOPROTEINEMIA may be due to various pathological 
conditions, such as the toxically inhibited production 
of body proteins due to carcinomas, disturbed resorp- 
tion of food proteins, disturbed protein synthesis in 
liver diseases, and a great loss of proteins in nephrosis, 
burns, or local chronic infections. Parenteral ad- 
ministration of protein is indicated particularly in 

ery, and time is an important factor. 

lobin and plasma proteins are the protein sources 
of the blood. Hemoglobin alone contains 80 per cent 
of the protein of the entire blood. Blood transfusion 
causes an increased decomposition of the hemoglobin 
and thereby an additional release of proteins. There- 
fore, for the purpose of protein replacement, pre- 
served blood has advantage over fresh blood. Because 
of the potential dangers of a blood transfusion, how- 
ever, the latter is indicated only in cases of simul- 
taneous hypoproteinemia and protein deficiency 
anemia or when plasma or amino acid hydrolysates 
cannot be obtained. 

The disadvantages of a plasma transfusion lie in the 
large quantities which are sometimes required for im- 
provement of the serum protein level and the still un- 
solved problem of serum hepatitis. 

Human albumin concentrate is a new preparation 
which offers the most advantages in protein replace- 
ment therapy, among them being a shorter period of 
effective treatment. 

An extreme case of hypoproteinemia after radical 
surgery for gastric carcinoma is described to show that 
sometimes therapeutic limits are set in spite of the most 
active measures. —Victor R. Fablokow, M.D. 


A Study of Tobacco Carcinogenesis; the Primary 
Fractions, ERNEst L. WyNDER and GEORGE WRIGHT. 
Cancer, Phila., 1957, 10: 255. 


ToBACCO SMOKE condensate (tar) was obtained and 
chemical fraction, molecular distillation, and ion- 
exchange experiments were carried out with this tar. 
Biologic experiments were carried out in which the 
tar was applied to the skin of Swiss mice and rabbits. 
The authors concluded that condensed cigarette 
smoke is carcinogenic to mouse and rabbit skin. Cig- 
arette extract is much less carcinogenic than condensed 
cigarette smoke. Only a small portion of the carcino- 
genic substance in tobacco smoke, such as benzpyrene, 
has been identified. —Ernest D. Bloomenthal, M.D. 


Treatment of Cancer by Material from the Reticulo- 
endothelial System (Die Behandlung des Krebses 
durch Stoffe des retikuloendothelialen Systems). J. 
Amreicu. Wien. med. wschr., 1957, 107: 390. 


ALTHOUGH THE START Of conservative cancer therapy 
was empiric, the mechanism of action of most of the 
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therapeutic agents used was found to be the hindrance 
of the prophase in cell division. Cytostatic agents 
affect not only the cancer cells, but all the rapidly 
ne tissues such as blood-forming and genital 
cells. 

Consideration of the cell as the basic unit of the 
body overlooks the holistic concept of functional tis- 
sues. Cancer should not be considered as a cell which 
“has gone wild,” but rather as an expression of var- 
ious functional stages of the whole cancer system. Ana- 
plastic cells may be spread throughout the body much 
like the reticuloendothelial cells. 

The body contains substances which help the in- 
dividual to defend himself against cancer. The part 
played by the reticuloendothelial system in combating 
cancer is well documented by experimental evidence. 
In the developing cancer the lymphatic system and 
the spleen enlarge, and at the end of the cancerous 
disease they usually have atrophied. Metastases in the 
spleen are rather rare and occur only when the 
reticuloendothelial defenses break down, as in the 
case of overwhelming infections and cancer spread. 
When small cellular metastases occur in the spleen 
they are almost always destroyed. Animals resistant 
to cancer usually have a hypertrophied reticuloendo- 
thelial system. After splenectomy the risk of homolo- 
gous and heterologous tumors is increased. Blockade of 
the reticuloendothelial system will permit the trans- 
plantation of tumors with considerably smaller cell 
doses than is usually possible. 

Splenic extracts from animals pretreated intraperi- 
toneally with carcinoma for 3 days before sacrifice 
will prevent growth of such tumors in other animals. 
A material with equivalent biological activity may be 
obtained from the animal’s serum. Splenic extracts 
from animals in which spontaneous regression of 
tumors occurred were found to have cancer-retarding 
effects. The active portion is thermostable and does 
not seem to be attached either to a protein nor to 
lipids. These biologic cytostatic substances decrease 
the division of the hematopoietic and sex cells as do 
artificial chemical cancerocidal agents, but not to as 
great a degree. 

Several preparations are in use as cancer therapeu- 
tic agents. Fichera, using the thymus and the spleen, 
developed his preparation “365,” which is similar to 
Hirschfeld’s “‘Blasthormon’’. Both were reported to 
be of value in inoperable cancer patients. Preparations 
consisting of organs rich in reticuloendothelial cells 
plus extracts of the pancreas and the duodenum were 
utilized. A defatted and deproteinized marrow pre- 
paration when injected intravenously into terminal 
cancer patients seemed to prolong survival. The ul- 
timate failure after repeated applications of these 
preparations was thought to be due to developing 
antibodies. 

Bogomoletz conceived the idea of developing anti- 
bodies against the substances which he postulated, 
destroy the reticular substance (reticulin) that de- 
fends the body against a developing cancer. By inocu- 
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lation of the animals with reticulin rich substances 
(spleen, liver) he developed antireticular substances. 
After the injection of these antireticulin substances 
into cancerous patients, he postulates that anti-anti- 
reticular substances will develop and protect the anti- 
cancerous reticulins. Polydyne is the type of Bogo- 
moletz serum which was applied therapeutically in 
advanced cancer cases, and although no cures were 
accomplished, prolongation of life and relief of symp- 
toms were achieved. The AF2 Guarnieri factor de- 
veloped by Kahr was used in addition to x-ray therapy 
with the idea of stimulating the reticuloendothelial 
system. The preparation is made of liver, spleen, and 
the duodenum of sheep and sheep embryos. The 
effects reported in 50 patients with advanced carcino- 
ma were a gain in weight, an increased appetite, and 
the relief of pain. 

The author reports the disappearance of metastases 
in one of 3 cases of bone metastases from cancer of the 
breast after treatment with the Bogomoletz serum. It 
is of note that new metastases appeared in various 
other locations at the same time. Similarly, Mussi- 
Plessl and Proszowski report successful results, and 
cases with little or no response. The author believes 
that an increased sedimentation rate after an initial 
drop is an indication for further therapy as such an 
increase may represent renewed progress of the 
disease. 

The Bogomoletz serum therapy is unpredictable, 
and final failure is the rule. The reason for such fail- 
ures is the individual variability of the defense mech- 
anism of the body. In the treatment with other means 
such as x-ray, it is of importance that as little as possi- 
ble damage be done to the reticuloendothelial system. 
In patients responsive to the Bogomoletz treatment a 
drop in temperature, pulse, and respiration may often 
be observed; the author thinks this is caused by sub- 
stances, possibly of endocrine character, produced by 
the reticuloendothelial system. It seems to be due to a 
temporary state of decreased bodily activity down to 
basal levels, a situation similar to hibernation in an- 
imals. The author proposes a therapeutic method in 
which the Bogomoletz serum is used first and followed 
by a preparation of reticuloendothelial extracts; 
thus destruction of the injected reticulin is avoided 
by the injection of the anti-antireticulines. 

The author of this article does not present any 
statistical data. He states that symptomatic improve- 
ment can be obtained with such organoid prepara- 
tions, and rarely some retardation of cancer growth. 
He believes that this approach to cancer therapy is 
sound and merits further exploration. 

—Karel B. Absolon, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


The Treatment of Acute Abscesses with Human 
Plasmin, Fibrinolysin. FRANK Birp and Eucene E. 
Cuirrton. Surgery, 1957, 42: 249. 


ACUTE ABSCESSES are common and their treatment 
usually consists of incision and drainage. Because of 
the débriding action of plasmin, it was believed that 


its use might be more beneficial than standard forms 
of treatment. In this series, the use of plasmin has 
been compared to the usual methods of treatment. 
Plasmin was made by the addition of streptokinase. 
streptodornase to plasminogen. 

Patients with acute abscesses were admitted and 
treated alternately by one of three methods: (1) in. 
cision and drainage plus plasmin, (2) incision and 
drainage plus plasmin and systemic antibiotics (this 
method was discontinued early when it was found 
that the antibiotics added little to the treatment), 
and (3) incision and drainage plus saline, iodoform 
or azochloramide dressings, and systemic antibiotics, 
When plasmin was used the abscess cavity was packed 
with gauze soaked with plasmin and covered with 
petrolatum. The dressings needed to be changed 
only daily. The nonplasmin dressings needed serial 
dressing changes daily. 

The series is small but plasmin dressings were used 
on 34 patients and other dressings were used on 31. 
Those treated with plasmin had a clean wound ina 
significantly shorter period of time. There were no 
local or systemic reactions to the use of plasmin, 
and no irritation of the adjacent skin. The plasmin 
dressings did not cause pain and there was no evidence 
of extension of the infection in any of the patients. 

The action of plasmin is directed against the ne- 
crotic fibrinopurulent exudate seen on the surface of 
the incised abscess wall. After the use of plasmin 
this exudate is often gone after 24 or 48 hours. 

In comparing the use of plasmin with standard 
treatments and packs, it was found that in felons, 
perirectal and breast abscesses, as well as others, the 
period of time for the wounds to become clean was 
approximately half as long for the wounds treated 
with plasmin as for the others. 

The authors emphasize the fact that the use of 
plasmin is not a substitute for adequate surgery. It 
is merely an adjunct in the handling of wounds. 

—Fohn 7. Bergan, M.D. 


DUCTLESS GLANDS 


Lymphadenoid Goiter: Hashimoto’s Disease; a Study 
of 10 Cases. N. M. Satue and M. V. Sirsar. 7. Post 
grad. M., Bombay, 1957, 3: 84. 


THE CLINICAL and pathologic features of 10 patients 
with Hashimoto’s disease are presented by these 
authors. Seven patients were females and three were 
males. The age range was from 35 to 67 years. 

The symptoms were chiefly those associated with 
tracheal or esophageal pressure and physical examina- 
tion disclosed a bilateral swelling of the thyroid, usv- 
ally larger on one side than on the other. A completely 
symmetrical swelling was found in only one patient. 

One patient showed considerable retrotracheal ex- 
tension and the authors consider that posterior ¢x- 
ploration is essential in patients with dysphagia or 
husky voice, as the gland may grow to encircle 
trachea completely. 

Six of these 10 cases of lymphadenoid goiter wert 
diagnosed clinically as carcinoma of the thyroid. 

—Alan Thal, M.D. 
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